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Verdict Against a Dentist 
Ethel L. Williams vs. Arthur N. Bauman, D.D.S. 
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The following testimony is of the greatest importance. It states 
that the sealing in of Formo-cresol, as described by Dr. Bauman, 
was a competent producing cause of septicemia. It goes on to 
say that the use of Formo-cresol in this case was not an error of 
judgment on Dr. Bauman’s part, but showed that the dentist was 
not well grounded in the principles of dentistry and was careless 
in its practice. 

Other important statements are that the amputation of the 
roots of an upper first molar is a practicable operation and is 
approved by dentists generally. Judging by the extremely caustic 
comments with which this statement has been received by leading 
dental surgeons, this statement will bring new information to the 
dental world. 

The importance of this testimony lies in the fact that it definitely 
charges Dr. Bauman with ignorance and carelessness in practice, 
against both of which the law of the land protects him. One can 
imagine the effect on a jury of laymen; when made by a colonel 
just back from overseas, accompanied by the statement of the 
public positions he had held, and camouflaged by this “fol-de-rol” 
about surgical intervention. 

I am prevented by my agreement from publishing this witness’s 
name. About that agreement I shall have important things to say, 
perhaps next month. But that agreement does not prevent my 
saying that in my opinion this witness and Dr. X have 
exposed the dental profession to the greatest legal danger that has 
threatened it during the last twenty years—(Ebrror.) 


SuMMaAryY OF THE TESTIMONY or Dr. Y 


449 


Dr. Y———— testified in substance, as follows: That he is a 
practicing dentist, a graduate of the University of Pennsylvania Dental 
School in 1908, that he is a member of the First District Dental 
Society of New York City; that he practices in New York; that he 
has read papers on dentistry before the First District Dental Society; 
that he is or has been dental surgeon with the Bellevue Hospital, to 
the Interborough Rapid Transit Co., and to the New York City Rail- 
way for four or five years; that he was a colonel on overseas duty 
with the 27th Division; that he has been retained by Counsel for 
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Plaintiff, as the lawyer for the plaintiff in this case, to testify as a 
witness; that he had consulted with the lawyer and his associates, as 
occasion arose; that he had read over the testimony given by the 
defendant on his examination before trial, and that he remembered 
the hypothetical question that was asked Dr. X———— which related 
to the testimony by Dr. Bauman as to the history given by the patient, 
the conditions he found in the tooth, and the treatment he used. 

Q. Now, assume all the facts in that question and state whether 
or not in your opinion that treatment which Dr. Bauman says he admin- 
istered on Feb. 18th was proper treatment? 

A. I consider that treatment erroneous. 

Q. And why ? 

A. Due to Dr. Bauman making a wrong diagnosis. 

Q. What in your opinion was the condition existing in that tooth 
on February 18th ? 

A. A chronic apical ares: a blind abscess. 

Q. What in your opinion would be the proper treatment for such 
condition ? 

A. Surgical intervention or extraction of the tooth. 

Q. Now, upon what grounds or upon what facts do you base the 
diagnosis that you made of this chronic blind abscess ? 

A. There must have been an absorption of the process due to the 
patient having pains in the head and with the absence of pus after 
the doctor opened the root canals; the absence of pain and the swelling 
would take it from the acute class and place it in the chronic stage. 

Q. Now, is there a recognized and marked distinction between an 
acute abscess and a chronic? 

A. There is. 

Q. Will you briefly tell us what the symptoms of the acute abscess 
are ? 

- A. The symptoms are swelling, redness of the gum tissue, pain, 
and soreness. 
Where is that pain? 
That pain is localized in the vicinity of the tooth. 
Now with regard to pus, in the acute? 
There is pus in the acute. 
When would the pus be discovered ? 
Upon the opening of the cavity. 
Then it would flow out and run down into the mouth? 
Yes, sir. 
Now, do you recognize that in a chronic blind abscess in some 
instances there may be pus and in other instances no pus? 

A. Yes, sir. 

Q. Now, having diagnosed this tooth as a chronic blind siesta 
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what is the proper treatment which you say should have been accorded 
that tooth on the first treatment ? 

A. The proper treatment would have been to apply the rubber 
dam, as the doctor did, and take out the filling and then look to see 
if pus was present; if no pus was present, I would immediately decide 
that the tooth was in a chronic stage and I would have advised the 
patient to have an X-ray taken. 

Q. Well, in the event that the patient declined to have the tooth 
extracted and also declined to have the X-ray, what would have been 
your next step? What would have been the next proper step that an 
ordinary practitioner would take? 

A. I think I would have advised the patient that I could not 
treat him conscientiously from that time on. I don’t think I would 
have assumed the responsibility. 

Q. Why do you lay so much emphasis on the necessity of an 
X-ray ? 

A. Because without the X-ray I would be unable to ascertain 
the amount of breaking down of the bony tissue in the region of the 
apex on the tooth, and whether the abscess cavity was of such a large 
size that it woul be impossible for me to do anything to the tooth in 
my line of treatment. 

Q. Now, where is this abscessed cavity that you refer to? 

A. It is in the vicinity of apices of the roots. 

Q. I show you what we called the diseased tooth, and ask you if 
on that tooth there is anything to indicate the location of the abscess ? 

A. Well, there would not be directly—I think it was—there were 
three chronic abscesses on the apex of the roots—at least, they are all 
on the apex of the root, but there is a breakdown of the tissue in the 
bony substance surrounding the root; the second class would be an 
established fistula, the pus would ‘be discharged through the gum; the 
third class is called the blind abscess only where there is an absorp- 
tion of toxins or pus into the circulation. 

Q. And we could make that diagnosis, could not make it, that 
diagnosis of absorption without the assistance of the X-ray ? 

No answer. 

Q. But if you did have an X-ray, would that enable you to make 
the positive diagnosis ? 

A. It would. 

Q. Now, assuming that the man had the blind chronic abscess, 
in your opinion would the use of, or was the treatment which this 
defendant gave, that is, of filling the cavity with the formo-cresol 
preparation and the sealing of the cavity proper treatment ? 

A. No, it was not. 

Q. Now, the fact that the sealing of the tooth on this first visit, 
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February 18th, with a pledget of cotton, saturated with formo-cresol, 
what effect would that have on the tooth or on the cavity ? 

A. I believe that the formo-cresol, which is an irritant, irritated 
that tissue, so that it started to become active. 

Q. What tissue do you refer to? 

A. The tissue in the region of the apex of the root. 

Q. In other words, that this substance aggravated that condition, 
is that correct ? 

A. Yes, sir. In that root. 

Q. How did this formo-cresol create this irritant; that is, how 
did it get up there? 

A. When that formo-cresol was sealed in, there was a temperature, 
the heat of the body generated a gas, and that gas not being able to 
escape through the bottom of the tooth has only one other alternative, 
and that was to go up through the openings of the canal at the end of 
the tooth and so irritated the surrounding tissue to an extent as to 
cause the breaking down. 

Q. Is this gas which is formed a strong irritant? 

A. It is a tissue irritant. It is from a preparation made from 
carbolic acid. 

Q. So that a very small deposit there might create a very strong 
gas ? 

A. Yes, sir. 

Q. Now, the later filling of the tooth on the second visit with the 
formo cresol, what effect did that have with regard to continuing this 
irritant action of the formalin gas? 

A. It would increase the irritation. 

Q. And tend to further break down the substance of the alveolar 
process ? 

A. The alveolar process, the bony substance. 

(. The substance that the tooth is imbedded in? 

“Yes, ae. 

Q. Now, on that occasion, the second visit, what in your judgment 
would have been the proper treatment ? 

A. The proper treatment would have been surgical intervention, 
just as I said before; to either cut in through the process and remove 
the apices of the roots or to extract the tooth. 

Q. Was there any other treatment possible, in your opinion, 
excepting extraction or surgical interference? 

A. None. 

Q. Now, assuming the facts that were enumerated in that hypo- 
thetical question, state whether in your opinion the treatment that Dr. 
Bauman testified that he administered on March 14th was proper 
treatment ? 

A. I do not. 
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Q. Why not? 

A. For the same reason that I have stated, that the diagnosis was 
erroneous and that the treatment could not go through the root canal; 
that is, that treating it through the root canal was not the proper 
treatment. 

Q. What in your opinion was the proper treatment for March 
25th, the day the cap was put on? 

A. ‘The proper treatment was amputation of those roots or the 
extraction of the tooth. 

Q. Now, assume that the condition of the tooth on all occasions 
on which the doctor treated it was a chronic blind alveolar abscess 
condition, and not an acute abscess condition, as you have described 
those conditions, state whether or not in your opinion the insertion 
in the cavity of a pledget of cotton, saturated with formo-cresol, and 
sealing it in the manner in which Dr. Bauman says he did on Feb. 
18th and 25th, would be competent, producing cause of septicemia 
or blood poisoning ? 


A. It would be. 


Cross Examination By Mr. Rosinson 


Q. You claim, just as Dr. X claims, that there was an 
error of judgment on Dr. Bauman’s first diagnosis of the condition 
of Mr. Williams’ tooth. Is that right ? 


A. No, I would not consider it an error of judgment. I would 
state that the doctor was not well grounded in the principles of 
dentistry. 

Q. You are going a great deal further than Dr. X did ? 

A. I believe that is the point of it. 


By tue Court 


Q. You think he did not know any better. Is that what you 
mean ¢ 

A. No—yes. That we have got an acute and chronic abscess, 
and that is something that the dentist meets probably two or three 
times a day, and if the doctor failed to recognize the symptoms abso- 
lutely in the root, and so forth, is an error of judgment, which is a— 
well, I might say that it might be termed carelessness. 


By Mr. Ropinson 


Q. Well now, that carelessness was because of the failure to 
properly diagnose ¢ 

A. Yes, sir. 

Q. That is the only carelessness, is it not, in Dr. Bauman’s treat- 
ment that was based upon the error? 

A, Yes, sir. 
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Q. Now, Dr. Y———,, it is not an unusual thing for dentists to 
disagree in their diagnoses, is it ? 

A. No, I would not say it was. 

Q. And one that the dentists frequently disagree as to what would 
be the proper method of treatment in any particular situation that 
presents itself? 

A. Yes, sir. 

Q. That is not an unusual thing, but rather a common thing, isn’t 
it? 

Q. And there are men today, are there not, who, to your knowl- 
edge—or isn’t it a fact that there are men today to your knowledge, 
practicing dentistry, who would treat a situation such as has been 
described in the testimony here in the way that Dr. Bauman treated it? 

A. Why, I would consider them very few. I don’t believe there 
is a large majority of dentists who make that mistake. 

(. You know at least there are some ? 

A. Oh, yes, sir. 

Q. You say from what you know now of the case that those two 
alternatives presented themselves to Dr. Bauman, one surgical inter- 
ference—— 

A. Intervention. That could not have been done without an 
X-ray. 

Q. And the other extraction ? 

A. Extraction. 

Q. Now, this surgical intervention, of either one, two, or three, 
as would be necessary, of these tips, is that what you mean ? 

A. Yes, sir. 

By tHe Court 


Q. How is that done? 

A. That is done by taking an X-ray and locating the infection, 
as Dr. X———— has shown, from following the root canals. It is 
done by injecting some novocaine into the gum or local anaesthesia 
and by the use of what we call a surgical bur and a dental engine cut- 
ting over the apex with a little knife, and the bur is inserted and the 
root is cut off, and the immediate surrounding infected bony tissue 
curetted and scraped down until a health granulation is seen. 


By Mr. Rogrnson 


Q. Now, is that not an operation that is very rarely resorted to 
for this particular tooth, that is, the first molar ? 

A. No. It has been resorted to frequently. It is done right 
along. 

Q. Do you remember when you last saw that done? 
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A. About three weeks ago. 
Q. And are there not some doctors, some schools, some doctors 
of repute, that hold that that should never be resorted to? 

A. I have not heard of any. 
Q. In that particular tooth ? 
A. No. Not that I know of. 


Reprrect ExamMination—By Counset ror PLAINTIFF 


Q. Now, you have been asked with regard to disagreements of 
diagnoses by dentists at times. Now, have you ever heard of any 
dentists disagreeing as to diagnosis of conditions such as have been 
described here in the testimony of Dr. Bauman with relation to this 
man’s tooth ? 

A. I have not. No. , 

Q. When the conditions are such as Bauman described as having 
been found on February 18th, relating to this particular tooth, have 
you ever heard of any doctors disagreeing as to the diagnosis under 
such conditions ? 
A. I have not. 


DR. D. W. McLEAN’S TESTIMONY 


In connection with this cross-examination, the results of which 
were generally regarded as unfavorable to the defense, special 
attention is called to the article upon which this examination was 
based, which is reproduced on page 490, together with comment 
which it is not suitable to make here.—(Ebiror.) 


Dr. David W. McLean, appearing as an expert for the defense, 
being duly sworn, testified, in substance, as follows: 


That he is a graduate of the New York College of Dentistry; that 
he has practiced dentistry for fifteen years in Mount Vernon, N. Y.; 
that he is an associate member of the First District Dental Society of 
New York City, an active member of the Ninth District Society of 
New York State, of the National Society, and of the American Asso- 
ciation of Medicine; that he is vice-president of the Ninth District 
Association, editor of the bulletin of the Ninth District Society, chair- 
man of the Committee on Practice of the New York State Dental 
Association, a member of the House of the National Dental Association, 
attending dental surgeon in the Mount Vernon Hospital Laboratory, 
and a member of the New York State Board of Dental Examiners. 

Q. Now, as a member of this Board of Examiners, do you examine 


men for the admission to practice ? 
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Men who have graduated—who wish to practice in New York 


And do you examine on any particular subjects ? 

Yes, sir. 

What subjects ? 

In oral surgery ; surgery of the mouth; in the study of diseases, 
pathology ; and in bacteriology. 

Q. Doctor, you have been sitting here through this trial and have 
heard the testimony given by the different witnesses, have you / 

A. Yes, sir. 

Q. You have paid particular attention, have you, to the reading 
of the hypothetical questions by counsel for plaintiff ? 

Yes, sir. : 

To his expert witnesses, Dr. X———— and Dr. Y. 

Yes, sir. 

And you have heard their answers to those questions ? 

Yes, sir. 

Now, these hypothetical questions consisted principally of a 
report of Dr. Bauman’s testimony, his connection with this case of 
Mr. Williams. You remember that, don’t you ? 

A. Yes, sir. 

Q. That question stated about the time that Mr. Williams first 
came to Dr. Bauman, what his examination was, what it disclosed to 
him and what his subsequent treatment was ? 

A. Yes, sir. 

Q. Can you state, will you state your opinion as to whether or 
not under all the circumstances disclosed in that hypothetical question 
Dr. Bauman’s diagnosis was the proper one / 

A. Yes, sir. 

Q. Is it such a diagnosis as you, yourself, would have made under 
the circumstances ? 

A. Yes, sir. 

Q. Will you state whether in your opinion the treatment that 
Dr. Bauman administered in connection with the Williams case was 
correct and proper ? 

A. Yes, sir. I believe it was. 

Q. -Is it such treatment as you yourself would have administered 
in the circumstances disclosed ? 

- A. Yes, sir. 

Q. Now, Doctor, will you state why, in your opinion, Dr. Ban- 
man’s diagnosis was a proper one ? 

A. Dr. Bauman has stated: 

Q. And this, of course, is based upon what you have heard in the 
hypothetical questions and in the testimony ¢ 
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A. Dr. Bauman stated: 
Q. Of course, that includes Dr. Bauman’s own statement of what 
he did and what he discovered ? 

A. Dr. Bauman stated that when Mr. Williams first came to him 
he found a putrefaction or non-vital pulp; he said on this occasion that 
he removed part of the non-vital pulp; that on the second occasion he 
removed more of the non-vital pulp. Now, from the very fact that Dr. 
Bauman found a non-vital pulp in that tooth in a sufficient state of 
preservation to permit of his removing it, that was evidence that it had 
not been dead long, because when a tooth dies, the nerve begins to 
decay and decompose and becomes liquefied, and in the course of time 
disappears entirely, so that when we open a tooth that has been dead for 
six months, or not even that long, we find no pulp in that tooth; we 
may find a cream-colored liquid or pus which was the pulp at one time; 
but the fact that he found non-vital pulp, which he could remove, 
shows that that tooth had been dead only comparatively recently, and 
it is a well-known fact and which Dr. X himself stated, that the 
chronic blind abscess must have been there for some time; for that 
reason I consider that evidence of non-vital pulp there which he could 
remove, that Dr. Bauman had evidence that there was no chronic blind 
abscess present. 

Q. Now, Doctor, is the treatment that was given under that con- 
dition the treatment that would be given generally by dentists in the 
practice of their profession in this vicinity ? 

A. Yes, sir. Not only in this vicinity, but throughout the country. 

Q. You heard the testimony, Doctor, as to the effect, given I think 
by both Dr. X and Dr. Y , as to the effect of placing 
cresol in the cavity of a tooth and then capping it. The possibility or 
the likelihood of that cresol—do I pronounce it right ? 

A. Formo-cresol. 

Q. To the tendency or possibility of that cresol to generate a gas. 
You heard that testimony, didn’t you? 

A. Yes, sir. 

Q. And that because of the fact of that being sealed on one by a 
cap on the tooth, and being obliged to find its exit through the roots 
of the tooth, will you state whether in your opinion this cresol would 
have a tendency to form a gas at all? 

A. This formo-cresol would liberate a very minute quantity of 
gas, slowly, during a period of about three days. 

Q. Would in your opinion the amount of gas, if any was liberated, 
cause septicemia or blood poisoning ? 

A. No, sir. Not of this drug. 

Q. That is all I am asking of. Of this drug?. 

A. Not of this drug that you mentioned. i 
Q. Do you use this preparation daily in your practice ? 
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A. I use it daily. 
Q. And in the same way that this hypothetical question assumes— 
that the hypothetical question assumed it was used in the case of Mr. 
Williams ? 

A. Yes, sir. 

Q. Have you ever had any effect such as—well, have you ever 
heard of such a condition inducing or bringing about abscess or blood 
poisoning ? 

A. No, sir. Never seen it; I never heard of it. 

Q. Now, Doctor, is there a tendency among dentists practicing in 
this district to avoid extraction of a tooth where possible? Is that the 
general tendency ? 

A. Yes, sir. 

Q. Can you state, Doctor, whether or not in 1916, in this particu- 
lar district, that X-ray photography was in use among practicing den- 
tists ? 

A. To the best of my knowledge there was only one X-ray ma- 
chine in Westchester County at that time. 


Counsel for Plaintiff: I object to the reason, and move to 
strike it out. 


Objection sustained. Motion granted. 


By tue Court 


Q. Was it in use among dentists, general use ? 
A. Yes, sir. 


By Mr. Rosinson 


Q. Now, there was some testimony given by those doctors, I think, 
as to what is called ionization ? 

A. Yes, sir. 

Q. Did you hear that? 

Yes, sir. 

Q. Was that a form of treatment that was generally in use among 
dentists in this district in 1916? 

A. Not at all generally. No, sir. 

Q. When did that first come into—can you tell us about when 
that was first resorted to, about ? 

A. It was first used in dentistry some twenty or twenty-five years 
ago. At that time it was called cataphoresis. It was found inefficient 
and was discarded, and for a period of years it was not used at all or 
practically not at all. Then, some new forms of apparatus came out 
and a few men began talking about it again and they began advertising 
it, but comparatively few men took it up. 


Counsel for the Defense: I think that is all. 
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Cross Examination—By CounseEL ror PLAINTIFF 


Q. Doctor, I gather from what you have testified that the treat- 
ment that Dr. Bauman administered to Mr. Williams would not have 
been improper treatment if there had been a chronic blind abscess. 
Am I correct in that ? 

A. No. I did not say that at all. 

Q. Was the treatment that Dr. Bauman administered to Williams 
a proper treatment for a chronic blind abscess ? 

A. For the average case of chronic blind abscess. Yes, sir. 

Q. Now, when did you first draw your conclusion that the diag- 
nosis made by Dr. Bauman in that case was correct ? 


A. I believed so right along. 

Q. When did you first feel so, is the question ? 

A. What is that? 

Q. When did you first feel that it was correct? 

A. Why, about two or three years ago. 

Q. Then you have been in this case for the last two or three years. 


Is that correct ? 

A. Yes, sir. 

Q. Well, when did you first hear as to what the treatment was ? 

A. When a Mount Vernon dentist showed me a typewritten sum- 
mary of the case and told me that it was in your hands and asked me 
if I would come as an expert for your side. - 

Q. Had you ever heard the hypothetical question before it was 
read in court ? 

A. No, sir. 

Q. What was your opinion as to the diagnosis ? 

A.- My opinion was that he had made a diagnosis that the tooth 
had died recently and was not a chronic blind abscess. 

Well, what was it ? 

Simply a non-vital tooth. 

No abscess at all ? 

No abscess. 

Well, is that still your opinion 4 

Yes, sir. 

T understood you to say that the X-ray was in use in 1916? 
Not general use. 

Was it used at all ? 

It was used at all, yes. 

. Did you know that Dr. Bauman advocated an X-ray in this 
particular tooth ? 

A. Yes, sir. 

Q. You know that he had not advocated it until the third treat- 


ment, don’t you ? 
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A. Yes, sir. 

Q. So that it was sufticiently well used in 1916 for Dr. Bauman 
to have advocated it in the treatment of this tooth, is that so? 

A. If it was up to it. Yes, sir. 

Q. What? 

A. If it was up to it. Yes, sir. 

Q. Well, it was used for dentists’ purposes in 1916, wasn’t it ? 

A. When we found it necessary. Yes, sir. 

Q. Then it was used by dentists in 1916, up-to-date dentists, wasn’t 
it ? 

A. Well, that depends on what you call “used”. 

Q. Well, Doctor, you have—you are the witness and you have said 
it was not generally used ? 

A. Yes, sir. 

Q. Now you say it was used by up-to-date dentists? Do you want 
to change that ? 

A. No. But I would like to explain. 

Q. If you will answer my questions, we will get along all right, 
Doctor. So that up-to-date dentists did use the X-ray in 1916, didn’t 
they ? 

A. Yes, sir. 

Q. And what other kind of dentists are there than up-to-date 
dentists ? 

A. Dentists who do not follow the current literature of today and 
who are not up-to-date in progressive methods. 

Men who do not keep up with the profession ¢ 

Yes, sir. 

That is what you mean ? 

Yes, sir. 

In other words, corresponding to the word used by Dr. X——, 

A. Yes, sir. 

Q. Do you know any other dentist in Mount Vernon who used it 
in 1916? 

A. I don’t know any other dentist who used it at that time. 

Q. I don’t mean men who ran the thing, Doctor. But men who 
used the X-ray i in the treatment of teeth ? 

A. By using it—I presume there were men sent patients to have 
photographs. But I don’t call that using the X-ray. 

Q. Well, that is using the X-ray, to see what the matter is with 
the teeth, is it not ? 

A. Indirectly, yes, sir. 

Q. Well is it not using it directly for that matter ¢ 

A. By using the X-ray 
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Q. Won’t you answer my question. When you sent a man to 
some X-ray specialist to take photographs and the photograph is 
brought back to you, you will use it in your dental work, won’t you ? 

A. You are getting somebody else to use it. 

Q. You are using it in dentistry, aren’t you ? 

A. You are getting another man to use the X-ray and take the 
picture and you are using the evidence. 

Q. Then you are using it in dentistry, aren’t you ? 

A. You are using the picture, yes. 

Q. So when you said in 1916 the X-ray was not used generally 
you meant that men did not—that dentists did not take the pictures ? 

A. That is it. 

Q. But in 1916 the up-to-date dentists who did not own X-ray 
machines of their own would send their patients to X-ray galleries, if 
I may use that expression ? 

A. Yes, sir. 

Q. And would have the picture taken and have the negative 
brought back to the dentist ? 

A. Yes, sir. 

Q. And the dentist would then use the plate to assist him in his 
diagnosis 

A. Yes, sir. 

Q. Now what was the idea of using an X-ray plate? 

A. The idea? 

Q. Yes. 

A. Why the idea in using the X-ray plate would be to determine 
in so far as the X-ray would show it what the diseased condition present 
was. 

Q. And it would in most cases ? 

A. It would depend entirely on what was present. 

Q. Yes. Well it would show up an abscess, wouldn’t it ? 

A. Depending—not an acute abscess. 

Q. No. But would it show up a chronic abscess ? 

A. It would show up a chronic abscess which had been present 
long enough to destroy any bone. 

Q. So that the use of the X-ray was recognized by you and by 
up-to-date practicing dentists in 1916 as one of the methods of dis- 
covering as to whether or not a chronic abscess existed ? 

A. Yes, sir. 

Q. And if this condition had existed long enough the X-ray plate, 
if properly taken, would demonstrate the existence of a chronic abscess ? 


A. Yes, sir. 
Q. Well is there such a thing in connection with the teeth—I may 
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not pronounce these words correctly. If I don’t you will have to cor- 
rect me—as odontoblast ? 

A. Yes, sir. 

Q. It starts at the pulp, we will assume is in the middle of the 
tooth, that is the core of the tooth. Is not that so? 

. Yes, sir. 

And outside the pulp you find what is known as odontoblast ? 

Yes, sir. 

Then you come to the dentine ? 

Yes, sir. 

Do these odontoblasts throw off anything ? 

Well they don’t exactly throw off anything. 

Q. I am not using the technical expression. I am trying to use 
words that the jury and 1 can understand. Do they throw off any 
processes ? 

A. This odontoblast being long-thread like processes which extend 
out into the dentin. 

And what is the dentin ? 

Well the dentin is next, and then a hard layer of enamel. 

So that the dentin is enclosed within the enamel ? 

Yes, sir. 

Now what are the tubuli? 

Tubuli are very small minute substance which commences at 
the pulp and extends out through the dentin and ends at the enamel; 
and these tubuli contain minute processes which I have already men- 
tioned as being extended out from the odontoblast or pulp. 

Q. Are those connected with the organic matter of the teeth, 
circulating through ? 

A. Well the organic matter of the teeth does not circulate. 

Q. Well does that exist in them ? 

-A. Yes, sir. These processes of odontoblast are organic matter; 
they are flesh. 

Q. Now in any of these canals you have spoken of otherwise 
known as tubuli, is there organic matter in them ? 

A. Yes, sir. These processes, the flesh, is organic matter. 

Q. Are there any fluids in the teeth ? 

A. That is debatable. It is generally considered that there are 


fluids present. 
What is your opinion ? 
T believe there are fluids present. 
Do you believe that those fluids circulate? 
T am inclined to think they do. Yes, sir. 
Where do you believe that they do circulate ? 
4, I believe they pass out through certain tubuli, through an 
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intercommunicating branch and then pass back through the tubuli into 
the pulp. 

Q. Is there such a thing as peridental part of the tooth ? 

A. Yes, sir. 

Q. What is that? 

A. That is outside the tooth, the membrane that lies between the 
root of the tooth and the bone. 

Q. Outside of the tooth you say ? 

A. Yes, sir. 

Q. Well to put it in plain English, isn’t it a fact that in your 
opinion these fluids circulate between the pulp and that peridental part ? 

A. Yes, sir, I believe they do. 

Q. Iam asking you for your opinion ¢ 

A. Yes, sir. 

Q. Your opinion, of course, is based upon your study and con- 
nection with these different dental organizations that you are connected 
with ? 

A. Yes, sir. 

Q. By the way, when you were reading your qualifications I 
noticed you had them all written out on a piece of paper ¢ 

A. Yes, sir. 

Q. When did you do that? 

A. I did that on the way here this morning. 

Q. Now you have had a number of conferences in connection with 
this case. Is not that the case? 

A. Yes, sir. 

Q. And had a conference here after court adjourned last Friday, 
didn’t you? 

Yes, sir. 

And you had a conference yesterday, didn’t you ? 

Last evening. 

That is yesterday, isn’t it? 

I suppose so. 

Don’t you know it is ? 

Depends on what you call yesterday. 

How long did that conference last ¢ 

That lasted a couple of hours. 

Who was present ¢ 

Dr. Swift and Dr. Bauman and myself. 

Anybody else ? 

No. 

Who was present at the conference that you had Friday ? 
Counsel for Defendant—I don’t know the names of several of 
the gentlemen—Dr. Guion. 
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Counsel for Defendant is the lawyer in this case? 

Yes, sir. 

Who else ? 

And his associate, and Dr. Twigger. 

Doctor who ? 

Dr. Twigger and Dr. Swift and Dr. Bauman, and there was 
one other doctor present whose name I don’t know. 

Now how long have you known Dr. Bauman ? 

Dr. Bauman was in my class in college. 

At the dental college ? 

At the dental college. 

Now a chronic blind abscess has certain what you would call 
symuplosna, is not that so? I mean chronic blind abscesses develop cer- 
tain symptoms ¢ 

A. There are no symptoms indicated by chronic blind abscess 
itself. 

Q. Well, when a man walks into your office how does the existence 
of the chronic blind abscess show itself, assuming he has one? How 
do you diagnose it ? 

A. Why first by a process of elimination; if he has not a symptom 
present that would indicate clearly some other condition then we begin 
to suspect a chronic blind abscess. 

Q. Well what are the symptoms of elimination that you have 
just referred to ? 

A. Well if a patient came in with a swollen face or a swollen 
gum I would know he did not have a chronic blind abscess. I would 
know he had an acute abscess. 

Q. So that the absence of swelling is one of the things that indi- 
cates that he did not have an acute abscess ? 

A. Yes, sir. 

Q. Is the absence of pus any indication to you ? 

A. Well the absence of pus might indicate that the tooth was 
absolutely normal; had nothing the matter with it. 

Q. Yes. That probably it was an absolutely good tooth if there 
was no pus. Is that correct ? 

A. A normal tooth or healthy tooth. 

Q. When a man comes to you for treatment of a tooth you assume 
there is something the matter with it, don’t you ? 

A. Not necessarily. 

Q. Well would you call a tooth with a loose filling an absolutely 
good tooth ? 

A. No, I would not. 

Q. Well would the absence of pus in a tooth with a loose filling in 
it attract your attention at all ? 
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No. 
You would not give that any consideration at all ? 
Well, about 999 teeth out of 
I don’t care whether it was 999 million. I am asking whether 
you would give that fact any consideration ? 

A. Ordinarily, no. 

Q. Well if a man came and told you he had pains in the back of 
his head would you give that any consideration, when you found he 
had a loose filling in a tooth ? 

A. Very little consideration. 

Q. Would you give it any? Can’t you understand my question ? 

A. Yes, sir. I would to the extent of sending him to his 
physician. 

Q. And why would you recommend that he go see his physician ? 

A. Because it was 

Q. No. I did not ask you to explain it. I asked you why you 
would send him to a doctor ? 

A. Yes. I think he should go there. 

Q. So that you would consider it was a matter, the pain in the 
back of the head was a matter that required attention, wouldn’t you ? 

A. No, not necessarily. 

Q. Now I don’t care whether it is necessary or unnecessary. Would 
you consider it a matter that required some attention ? 

A. Not from me. No. 

Q. But you would send him to see his doctor ? 

A. I don’t know that I would pay much attention to it. 

Q. Suppose the man had a loose filling in a tooth, would you give 
any consideration to that ? 

A. A loose filling ? 

Q. Yes. . 

A. No, sir. 

Q. If he came in and told you he suffered from pain in the back 
of his head plus a loose filling in a tooth, would you give that combina- 
tion any consideration at all ? 

A. Inconnection with a loose filling ? 

Q. In connection with a loose filling ? 

A. No sir. 

Q. You would simply ignore it? 

A. Yes, sir. 

Q. You would ignore the combination of the two things that he 
had, pain in the head and the loose filling ? 

A. Yes. 

Q. Now pain in the back of the head might be one of the symp- 
toms from the abscess. Is not that so? 


A. 
Q. 
A. 
Q. 
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What kind of abscess ? 

Of the abscess in the head. 

In the head? You mean in the back of the head ? 
Doctor did you hear my question ? 


In the head ¢ 
I will really try to make myself clear. Pain in the back of the 


head would be some indication, would it not, or one of the symptoms 
of abscess. Is not that so? 

A. It might be a symptom of abscess in the back of the head. 

Q. In the back of the head ? 

A. Yes, sir. 

Q. Well it might be—he might have pain in his head without an 
abscess 

A. Yes, sir. 

Q. Is that the idea ? 

A. Yes, sir. 

Q. Did you ever see a person without abscess when the pain was 
spreading ? 

A. What do you mean by spreading ? 

Q. By spreading, getting bigger. You know what I mean by 
spreading of pain, don’t you? 

A. No, sir. 

Q. You have not heard of that? 

A. Ihave not heard of patients having just that kind of pain from 


abscesses. 
Q. Have you ever heard of a patient with an abscess where the 


pain spread ? 

You mean the pain has spread over that area ? 

So that pain would be one symptom of the abscess, wouldn’t it ? 
Of the acute abscess. 

Now, Doctor, did I say anything about acute abscess ? 

Well there are two kinds of abscesses. 

Would that be a symptom of an abscess ? 

Of a certain kind, yes. 

Is there any pain accompanying chronic abscess ? 

As a rule, no. 


Is there at any time? 
If the chronic abscess becomes acute. 


Can’t you answer that yes or no? 
IT am. 
Tue Court: I think that is a fair answer. 


POPOPO} 
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The acute stage follows the chronic stage, doesn’t it ? 


No sir. 
As a general rule it follows the chronic stage? 
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A. As a general rule it precedes it. Occasionally it follows it. 
Q. Well possibly I misunderstood you. Now you say the acute 
stage precedes the chronic stage of abscess in connection with the teeth ? 

A. Asarule. 

Q. And sometimes the acute stage follows the chronic stage ? 

A. Yes, sir. 

Q. Now I suppose you recognize Burchard as one of the authori- 
ties in dentistry, don’t you? 

A. Yes, sir. 
Q. I suppose you have read it? 


A. Yes, sir. 
Q. Do you recognize Graham, Don. M. Graham, as an authority in 
dentistry ? 


A. I am familiar with Graham. 

Q. Have you read Burchard’s Treatise as to chronic abscesses ? 

A. I do not believe so. ' 

Q. You know the fact that Burchard sets forth certain facts with 
regard to chronic abscesses, don’t you ? 

A. I presume he does. | 

Q. You are familiar with the fact that he itemizes or gives a list 


of the symptoms and so on of chronic abscesses ? 

A. I presume he does. 

Q. And you are familiar with the fact that he gives a list of symp- 
toms that go with what are called chronic blind abscesses ? 
I presume he does. 
What is meant by a chronic blind abscess ? 
A chronic blind abscess is one that does not discharge. 
That does not discharge anywhere at all? 
Does not discharge pus. 
That is, where there is an existence of pus ? 
Why there is not an existence of pus, except in minute quanti- 
ties, if there is any pus present. 
And where is that pus found, in blind chronic abscesses ? 
It would be found at the end of the root of the tooth. 
That is what we have spoken of as the apex of the tooth ? 
Yes, sir. 
That is up here at the upper end of the root ? 
At the top of the root. 

By tue Court 

Q. Inside of the tooth or out do you mean? When you say at the 
end of the root, do you mean inside of the tooth or out ? 

A. Generally outside. 

By Counset For PLAINTIFF 


Q. But upon the tooth; that is up here where the gum is? 


POPOPO> 
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Yes, sir. In the jaw. 
Or in the alveolar process as the dentists call it. Is that right ¢ 
Yes, sir. 
. Now that is what is meant by the name blind, because you can’t 
see it. Is not that so? 

A. It is called blind because it does not open anywhere and dis- 
charge. 

Q. So that it is confined up at the top of the head which has no 
way of escaping ? 

Well, Dr. X said — 

Don’t tell me what Dr. X said. Just answer my question. 

I have just answered it. 

Will you answer it again ? 

That there is a small quantity of pus usually there. 

When this pus begins to escape from its confined position then 
it spreads, doesn’t it; runs into the alveolar process ¢ 

A. I have just said it does not escape. 

Q. Doesn’t it cause putrefaction ? 

A. It would not cause putrefaction—it is a very minute quantity. 

Q. But if the pus exists and spreads it is likely to cause inflam- 
mation which results from the pus, is not that so? 

A. Yes, sir. 

Q. And that would be whine would be shown by this condition re- 
sulting from that combination of circumstances—what the X-ray would 
show 

A. The X-ray would not show the pus. The X-ray would show 
a small area where the bone had been distintegrated. 

Q. In other words then, this condition existing there would also 
include disintegration of the bone? 

A. If it was there, yes. 

Q. And I will assume that, if it is there. Now as I understood 
you the formo-cresol would not cause septicemia ? 

A. No, sir. 

Q. Now septicemia or blood poisoning is something that results 
from infection, isn’t it; just a bug? 

A. It results from absorption, of infection. 

Q. So that if an infection is big enough, either in the tooth or in 
the gums or anywhere else, and it escapes into the blood, septicemia is 
likely to develop; you will admit that, won’t you ? 

As a matter of fact— 

Will you answer my question? Will you admit that? 

Now you asked me— 

I ask you to answer that question and no other. 

Yes. But I cannot answer that in the form you asked it. 
Well, you, of course, are familiar with what septicemia is? 
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Yes, sir. 

Commonly spoken of as blood poisoning ? 

Yes, sir. 

And blood poisoning results from a germ, does it not ? 
From the absorption of a germ in the blood. 

From the absorption of a germ. It gives septiceemia ? 
Yes. 

Into the system? 

Yes, sir. 

And the germ results from infection. Is not that so? 
Yes, sir. 

So that it was sufficiently infected to develop germs and if those 


germs va into the blood, that would cause blood poisoning, would it not ? 


A. 

Q. 

A. 
tity. 


If the right— 
That would cause it, would it not ? 
If the right kind of germ got into the blood in ll quan- 


Yes. That is it. Now you have already told us that the pus at 


the al of the roots indicates an infected condition. You don’t want 
to change that, do you? 


A. Now— 

Q. We have pus at the ends of the root indicating an infected con- 
dition. That you have already told us, as I understand. 

A. Yes, sir. 

Q. You don’t want to change that, do you? 

A. No. 

Q. If pressure is applied to an infected tissue is it liable to start 
infection ? 

A. Yes, sir. 

Q. Is not pressure applied them in the use of formo-cresol ? 

A: No, sir. 

Q. None at all? 

A. Unless you prod your filling down on top of it with force. 

Q. Well, you are quite an advocate of formo-cresol, aren’t you? 

A. Yes, sir. 

Q. And a number of other dentists have disagreed with you in 
your conclusions on that. Is not that so? 

A. Some. 

Q. Is it not a fact that formo-cresol in laboratory tests has been 


given a very low standard in treatment ? 
In laboratory tests ? 
Yes. Can you answer that yes or no? 


In one case. 
Is it not a fact, Doctor, that formo-cresol, as they use it in den- 


A. 


Q. 
A. 
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tistry, has been given a very low test in the standard fixed by laboratory 
tests ? 

A. By one man. 

Q. Who is that? 

A. Dr. Russell A. Price, who also investigated ionization. 

Q. Have you upon any other occasions es an opinion as to 
the use of formo-cresol, other than today ? 

A. Yes, sir. 

Q. And upon any other occasion when you have expressed such an 
opinion, have you made any statement with regard to the laboratory 
tests, and the position of formo-cresol in those tests ? 

A. Yes, sir. 

Q. And have you ever made any restrictions, saying that such tests, 
the low standing given in those tests, was confined to one man ? 

A. In— 

Q. Just answer the question, yes or no. Have you or haven’t you ¢ 

A. In the one case in which I stated it at all I mentioned the spe- 
cific investigation and the specific report and stated that the man had 
placed it— 

Q. Where was that? What occasion was that when you specifically 
set forth this restriction ? 

A. Why, I don’t remember. It was in one of the papers I have 
read before dental societies. 

Then you have read papers before the dental societies ? 

Yes, sir. 

And in one of those papers you discussed formo-cresol / 

I discussed it in most of them. 

In one of them you set forth this restriction, in placing it in a 
low standard of laboratory tests ¢ 

A. No, I did not set forth any restriction. 

Q. In other words in that paper that you read before the dental 
society you simply made the statement that formo-cresol occupied a 
very low standard in laboratory tests, didn’t you ? 

A. No, sir. 

Q. Well, did you mention Price’s restrictions ? 

A. Yes, sir. 

Q. Did you say that Price was the only one who gave it a low 
standard 

A. I said that Price had given it a low standard. 

Q. Did you upon any occasion read any paper before a dental so- 
ciety where you made a statement that formo-cresol as to laboratory 
tests, as a result of laboratory tests occupied a very low standard and 
when you said nothing about the fact that Price was the only man who 
gave it such a low standard ? 

A. In one I recall. 
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Q. Can you tell when you read this paper, about when 4 
A. I can’t even tell you what paper it is this particular reference 
was in. 

Q. Maybe I can tell you. Was it at the Vermont Dental Society ? 

A. That is possible. 

Q. Do you remember reading a paper at the Vermont Dental 
Society ? 

A. Yes, sir. 

Q. Was that paper published ? 

A. I believe it was, yes. 

Q. Do you remember its being published in a magazine known as 
“Dental Items of Interest ?”’ 

A. Yes, sir. 

Q. Did you read the article as published in the “Dental Items of 
Interest” 

A. Yes, sir. 

Q. Did that article as published in that magazine correctly re- 
produce your paper ? 

A. I believe so. 

Q. See if you remember this portion of your paper. ‘The writer 
—meaning you—has used formo-cresol” then the word ‘lily,’ “as a root 
canal sterilizing agent for about eight years and has been very much in- 
terested in the comparatively low place given to it in the scale of 
efficiency in these tests.” Did you make that statement in the article 
that you delivered before the Vermont Dental Society ? 

A. If you are reading it, yes. 

Q. Iam reading it exactly as it is printed. 

A. Yes, sir. 

Q. I will call your attention, so that there will be no question about 
it, to the section here where the word six, is, which is what I have read 
from, I ask you to examine that and see if you have made any restric- 
tion in there with regard to Dr. Price being the only man who gave the 
low laboratory test? (Hands witness pamphlet.) 

A. Well— 

Q. Just answer my question, Doctor. 

A. What is your question ? 

Q. The question is, do you find anything in this article to which 
I have called your attention that says that Price was the only man that 
gave that a low laboratory test ? 

A. It does not say so distinctly, no. Not definitely. 

Q. Now when tissue is destroyed—and I am, of course, referring 
now to where teeth or the gum or a portion of the body—that you are 
familiar with—when tissue is destroyed infection at once sets in, does 


it not ? 
A. Yes, sir. 
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Q. And if an infection becomes sufficiently large or severe then it 
may lead to blood poisoning ? 

A. I have never known— 

Q. What? 

A. I have never known of an authentic case of that kind. 

Q. You have already told us that infection will cause blood 
poisoning 

A. It may, yes, sir. 

Q. And if the tissue breaks down you get your infection, and the 
blood poisoning begins if the infection has been severe enough ? 

A. If it becomes severe enough, yes. 

Q. What tissue would break down in regard to the tooth or gum 
that might cause the infection ? 

A. Why the pulp. 

Q. Now in your article before the Vermont Dental Society in dis- 
cussing formo-cresol, did you discuss the tendency by the use of cresol 
to break down tissues ? 

A. I might have. 

Q. Have you any positive recollection on the subject? 

A. No, sir. 

Q. Does this refresh your memory, as to what you told the Ver- 
mont Dental Society, when you read that paper to them—‘We continu- 
ally hear of the tissue destroying properties of formo-cresol.” Did you 
make that statement ? 

A. Yes, sir. 

Q. So that you have heard of the fact that formo-cresol has a 
tendency to break down tissues, haven’t you ? 

A. That does not mean that. 

Q. Well I will read you a little bit further, see if this will help 
you: “To be sure, if a pledget saturated with it be placed over a per- 
foration repeatedly (say in the subpulpal wall) the drug will destroy 
the soft tissue and sometimes the alveolar septum.” Did you say that 
at the Vermont Dental Society ? 

A. Yes, sir. That istrue. Yes. 

Q. There is no question about that? There is no question about 
what I have just read to you being true? 

A. Yes, sir. There could be a question about it, about it in my 
mind. 

Q. I am looking for vour judgment, Doctor ? 

A. Yes, sir. 

Q. So according to your judgment, if a pledget—that means a 
piece of cotton, doesn’t it ? 

A. Yes, sir. 

Q. Was saturated with formo-cresol, and if it was placed over a 
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perforation repeatedly, say in the subpulpal wall, the drug will destroy 
the soft tissue and sometimes the alveolar septum ¢ 

A. Yes, sir. 

Q. What do you mean by the alveolar septum ? 

A. I mean the process or alveolar bone that passes up between the 
teeth or between the roots of the teeth. 

Q. In other words commonly speaking what the layman calls the 
bone ¢ 
No. A layman would hardly call bone gum. 
Then what—it is not hard bone, is it? 
It is soft bone. 
It is a spongy substance as distinct from hard bone? 
Yes, sir. 
So that the alveolar septum, this spongy bone, might be af- 
fected by formo-cresol, in your opinion ? 

A. If it came in direct contact with it, yes. 

Q. Well from direct contact through the upper end of the teeth, it 
could reach into the alveolar septum ¢ 

A. Yes, sir. 

Q. Through a hole? 

A. Through a hole. Yes, sir. 

(. And there is a hole in each root ? 

A. Yes, sir. 

Q. And that hole is big enough for the fluid to pass and run 
through it, isn’t it? 

A. In adult life some authorities claim it is not. 

Q. Ina normal tooth it is supposed to go up? 

A. In adult life some authorities claim that it is not. 
Q. In your opinion it does, doesn’t it ? 
A 
Q 


I think very often it does not. 
Well the blood keeps running in there as long as the tooth is 
alive, doesn’t it ? 
A. As long as it lives, yes, sir. 
Q. See if you can answer this. Nature originally built the tooth 
so that blood runs into it ? 
A. Yes, sir. 
Q. And the blood passes on into the tooth and through the hole 
at the top of the root. Is not that so? 
Ay Yes, sir. 
Q. And blood can get into the teeth and through the hole: above 
the root ? 
A. Superficially that was all. Yes. 
Q. Is there any other way that blood gets into the teeth ? 
A. Yes, sir. 
Q. Except through the hole in the top of the tooth ? 
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A. Yes. 
Q. Tell me where else ? 
A. The fluid of the blood passes through the pulp, through the 
tubuli, and through the dentin to the outside of the tooth. 

. How does it get in the tooth? 

A. From the peridental membrane. 

Q. Where does it go in the peridental membrane from ¢ 

A. From the surrounding bone. 

Q. So that there is more than one way for the blood to get in a 
tooth then ? 

A. For the fluid of the blood. 

Q. So that there is more than one way for ‘the formo-cresol to get 
out of the inside of the tooth, isn’t there, into the alveolar ea 

A. Formo-cresol is not a gas. 

Q. Well formo-cresol forms gas, don’t it? 

A. Formo-cresol liberates a small amount of gas. 

Q. It forms what is known as formaldehyde gas, formalin gas, 
does it not ? 

A. It liberates formaldehyde gas. 

Q. So that there would be more than one way for this formalde- 
hyde gas to escape from the tooth ? 

A. If it were under sufficient pressure. 

Q. Will you tell me whether there is any other means for it to 
escape from the tooth ? 

A. Ican’t answer that both yes and no. 

Q. Which way are you going to answer it? 

A. Iam going to answer it that if there was sufficient pressure it 
could get out in more than one way; otherwise not. 

Q. Well it would have to get out to break down the process, 
wouldn’t it ? 

A. A gas getting out would not break down the process. 

Q. All right. You told the dentists up in Vermont, “we continu- 
ally hear of the tissue destroying properties of formo-cresol ?” 

A. Yes, sir. 

Q. “To be sure if a pledget saturated with it be placed over a per- 
foration repeatedly (say the subpulpal wall) the drug will destroy the 
soft tissue and sometimes the alveolar septum ?” 

A. The drug itself, yes. 

Q. Well when you used the word drug you meant formo-cresol, 
didn’t you? 

A. Yes. The drug. 

Q. So that formo-cresol itself, as you have testified here about it, 
might destroy the alveolar process ? 

"A. If it came in contact with it. Yes. 

Q. And if it is, if a pledget saturated with formo-cresol, is inserted 
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in, placed over a perforation repeatedly, that condition can arise ? 

A. Yes, sir. 

Q. I want to call your attention to a book known as Burchard & 
Inglis, on Dental Pathology and Therapeutics, which was published in 
1915, and ask you if you are familiar with that book and you recog- 
nize it as one of the standard authorities on dentistry? (Shows wit- 
ness book. ) 

A. Yes, sir. That is one of the standard authorities in dentistry. 

Q. And you recognize that as a book that is relied upon by dentists 
in every state? 

To a certain extent, yes. 

I understand you have it in your library ? 

Yes, sir. 

Now do you agree with the statements made in that book ? 

Not all of them. 

Well do you agree with this statement; I am now calling your 
attention to the section of the book that deals ith chronic blind absces- 
ses. “The symptom complex (1) is mainly an anemic, pasty, com- 
plexion, malaise, loss of appetite, debility, night sweats, loss of weight, 
low fever (100 deg.), or subnormal temperature, which, together with 
the local inflammation (muscles, joints, etc.,) should lead to dental ex- 
amination.” Do you agree with that statement in Burchard ? 

A. Some of those symptoms would be found so rarely that you 
might almost say they would not exist. 

Q. Well if found to exist by a dentist of knowledge, it would be 
one of the things that you would have to take into consideration in mak- 
ing a diagnosis. Is not that so? 

A. Well he might take it into consideration, yes. 

 Q. In other words, of course, if it was not there you would not 
bother about it, but if it was there, any one of those symptoms which I 
have read to you, would put you on your guard, would it not ? 

Not at all. 

You would simply ignore it ?. 

Yes, sir. 

What does malaise mean ? 

Malaise means a feeling of discomfort. 

In other words loss of pep. Is not that so? 

Yes. 

Are you familiar with this portion of Burchard, following what 
I have already read to you. “The abscesses are within the bone of the 
jaw while the dental symptoms may not be noticeable though the tooth 
may be slightly tender and there may be tenderness upon pressure over 
the apical region ?” 

A. Iam not specially familiar with that passage. 
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Q. After reading it to you do you agree with it ? 

A. On the whole, yes. 

Q. Now immediately following what I have just read to you, tell 
me if you agree with this: “There may be pain about the eyes or in the 
back of the head or neck.” Are you familiar with that statement of 
Burchard’s diagnosis, that statement as to the symptoms of chronic 
blind abscess ¢ 

A. Iam not specially familiar with it. 

Q. I will let you examine it yourself. 

A. I will take your word for it. 

Q. I am reading it to you here just as it is. Now after having 
heard that read, do you still say that pain in the back of the head is no 
indication or sign, nor a symptom which might indicate a chronic blind 
abscess 

A. Indirectly— 

Q. No. Just answer my question. After which I have just read 
to you from Burchard & Inglis, which you say is a standard work, do 
you still state positively that pain in the back of the head is not one of 
the symptoms which might indicate chronic blind abscess ? 

A. It might. 

Q. So that if a man came in to see you and told you that he had a 
pain in the back of his head and you looked at him and found that he 
had a loose filling, would not that be one of the things that might make 
you believe he might have a chronic blind abscess ? 

A. You mean the loose filling ? 

Q. I mean if he had a loose filling. Yes. In other words, would 
it not put you on your guard ? ; 

A. To a certain extent, yes. 

Q. Now I am going to read you another portion from Mr. Bur- 
chard’s same book; and I will say to you, so as to be perfectly frank, 
that which I am reading now is—it is on page 631, of the book by 
Burchard & Inglis: “An apical abscess is formed and the apical tissue 
acts as a fibrovascular envelope or sac. Under the pus pressure and the 
pumping force of masticatory movement, absorption of toxine and pus 
germs by way of the lymphatics occurs. The lymphatic glands may be 
involved; a systemic infection occurs,” Are you familiar with that in 
Burchard & Inglis ? 

A. Yes, sir. I agree with that. 

Q. Do you agree with that ? 

A. I agree with that. 

Q. What do you mean by systemic infection ? 

A. That would not mean septicemia infection. 

Q. Iam asking you. Don’t tell me what it don’t mean. Tell me 
what it does mean. What does systemic infection mean ? 

A. It might mean septicemia; it might mean something else; it 
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might mean that a certain infection was carried, or toxine carried 
through the circulation for a long period of years. 

Q. What are toxins? 

A. Toxins are poisons produced by germs. 

Q. In other words, so we can understand you, it is this: in the 
chronological sequence of the development of blood poisoning the germs 
or bugs come first and the toxins come afterwards. Is not that so? 
In the abscess itself, yes. 

And the toxins are something that results from the germ ? 
Yes, sir. 

In other words the toxin is the actual poison, isn’t it ? 

The toxin is— 

Is it the first step in the development of the poison after we 
the germ stage ? 

Well if you have any germs there at all they liberate the toxins. 

Yes. The toxins are what the germs or bugs throw off ? 

Yes, sir. 

And that is what poisons the blood, isn’t it, the toxins ¢ 

Either the germs or the toxins. 

But if the germs throw toxins off, which they almost always 
ose toxins woate on the blood ? 

Yes, sir. 

And eventually develop into blood poisoning ¢ 

By blood poisoning you mean septicaemia ? 

Yes. 

That is not all. 

Assuming that blood poisoning finally develops, that is the se- 
quence in which it works out? 

A. Yes, sir, that would be. 

Q. You discussed radiography up in Vermont, too, didn’t you ? 

A. Yes, sir. 

Q. I imagine, Doctor, when you were up in Vermont you went up 
there for the purpose of telling those dentists how they ought to do 
their work ¢ 

A. I went up to tell them how I did it. 

Q. You also told them what you thought was the proper way to do 
things ? 

A. I probably told them I thought so. 

Q. You were only expressing your opinion ? 

A. Yes, sir. 

Q. And that is all you are doing here. Well did you tell them 
when an X-ray should be made? 

A. TIT should not wonder. 

Q. Didn’t you tell them that instead of making an X-ray on the 
day that you put in the final filling or the permanent filling that the 
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X-ray should be made when the patient first came to see you? Of 
course, I don’t mean to say those are just the exact words you used, but 
that is the idea ? 

A. I was discussing at that time— 

Q. I don’t care what you were discussing. That is what you 
wanted to say ¢ 

A. I want to answer the question, if I can. 

Q. If you don’t understand me, what I say to you, say so, and I 
will put it in another way to you so you will get it. 

A. Yes. Put it in another way. 

Q. Well your idea on the X-ray is, what it is for, is to find out 
what is the matter with the man before you work on him ? 

A. That is not what I am discussing now. 

Q. When you have an X-ray picture taken or when you take them 
yourself, you take them to find out what the matter is with the man, 
don’t you ? 

A. Not always. 

Q. Of course, I suppose sometimes. But when you are taking 
photographs to form a diagnosis you take the picture first ? 

A. When we take it to form a diagnosis, yes, sir. 

Q. And you would not want to work on the patient before you 
had finished that, would you ? 

A. Well, a new patient— 

Q. If you were not familiar with his mouth or with that particular 
tooth or its condition, if you were going to take an X- “ray you would not 
take it in the middle of the job, would you? 

I might. 

You might take it in the middle of the job? 

Yes, sir. 

And you might take it at the end? 

Yes, sir. 

Well did you tell this to the dentists up in Vermont: “A new 
wikceette teeth should be radiographed and all foci of infection treated 
to the best of our present ability, gross foci by surgery, and minor foci 
by proper root canal therapy. The argument is often advanced that 
the average patient will balk at the cost of radiographic examination. 
If, however, one takes the trouble to explain to the patient that the most 
important fillings to be examined for defects are the root canal fillings, 
that they cannot be seen without radiographs (and explain why), and 
that examining the outsides of the teeth would be like walking around 
the outside of a house and looking at the shingles and ignoring the in- 
side—there will seldom be any objection.” Did you say that to the 
dentists up in Vermont ? 

A. Yes, sir. 

Q. So that without taking an X-ray acnepnats it will be like 
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walking around the outside of a house looking at the shingles, wouldn’t 
it? 

Counsel for Defendant: Objected to. 

Objection overruled. Exception. 


A. (No answer) 

Q. You know I am talking about taking X-ray photographs of the 
teeth, don’t you ? 

A. Of the teeth, yes. 

Q. Now I was asking you before Counsel for Defendant inter- 
rupted that without taking an X-ray photograph would be like walking 
around the outside of a house looking at the shingles. You told that to 
the dentists up in Vermont ? 

A. Yes, sir. 

Q. Well you would not look at the shingles after you bought the 
house. You would look at them before you bought the house. 

A. If I bought it, yes. 

Q. So that when you are working on a man without an X-ray it 
would be as though you were looking at the outside of the house. 

A. When we are working on a man’s tooth there are things we can 
know without the X-ray. 

Q. I will read it to you again so that there will be no question: 
“The argument is often advanced that the average patient will balk at 
the cost of radiographic examination. If, however, one takes the trouble 
to explain to the patient that the most important fillings to be examined 
for defects are the root canal fillings, that they cannot be seen without - 
radiographs (and explain why), and that examining the outsides of the 
teeth would be like walking around the outside of a house looking at the 
shingles and ignoring the inside—there will seldom be any objection.” 
Now did you mean that when you told the Vermont dentists that the 
root canals cannot be seen without radiographs ? 

A. Yes, sir. 

Q. What do you mean by the expression “focal infection ?” 

A. <A focal infection is a small infection anywhere in the body, 
which is localized. 

Q. Well, of course, when applied to dentistry or the teeth the focal 
infection would be somewhere in connection with the teeth I suppose ? 

A. Yes, sir. 

Q. And when you discussed this question in Vermont did you dis- 
cuss focal infection at all? 

A. Probably. 

Q. Don’t you recall that you did, Doctor? 

A. No. 

Q. Well was not the title of your paper that you read “The Influ- 
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ence of Focal Infections upon the Routine of General Practice?” Was 
not that the title of the paper which you read ? 

A. I don’t remember positively. I don’t remember what the title 
was. 

I will show you this paper (hands witness paper). 

That is all right. I don’t wish to look at it. 

Look right here at the paper. 

I believe what you say. 

I want you to look at it. Look at the heading of that paper 
whieh you read at the Vermont Dentist Association (hands witness 
paper) 

A. That is correct. 

Q. So that the whole paper was written on the subject of focal in- 
fection, was it not? 

A. And probably root canal work. 

Q. So that—now that brings us back for a moment, that you did 
discuss focal infection as one of your subjects before the Vermont Den- 
tal Association, is that right ? 

A. Yes, sir. 

Q. Now what is a culture? 

A. A culture is the process of taking infection from some area in 
the body which is infected and placing that infection in a tube or dish 
in a certain material in which it will grow. 

Q. Well now in the treatment of infected root canals you advocate 
cultures, don’t you ? 

A. Yes. Insome cases where it is necessary. 

Q. Did you put any limitation on it when you were up in Ver- 
mont, by saying where it was necessary ? 

A. I must have. I don’t advocate cultures in every root canal. 

Q. Iam asking about infected canals ? 

A. Well even in all infected root canals, 

- Q. Well should they be taken? When? 

A. They should be taken when you want to determine definitely 
just what kind of bug has got in that root canal. 

Q. When is the best time to do that; before or after putting in a 
permanent filling ? 


A. Naturally before. 
Q. Well when you were up in Vermont did you tell the Vermont 


dentists this: “Infected canals should be cultured when they are ready 
for filling; preferably cultured after a period of several weeks without 
treatment” ? 

A. Yes, sir. 

Q. Was that your opinion then? 

A. Yes, sir. 

Q, And is it your opinion now? 
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A. Where it is needed. 
Q. Is it your opinion now or do you change, or have you changed 
your opinion since then 4 

A. Iam not as rabid as I was. 

Q. Not as rabid ? 

A. Not as rabid. Yes. That was very extreme doctrine I was 
preaching there. 

Tue Courr: We will take a recess now until half past one. 


After recess. Dr. McLean recalled. 


Cross Examination ResuMED By CouNSEL FoR PLAINTIFF 

Q. Doctor, in answer to some of my questions this morning when 
I was interrogating you as to the conferences you had in this case you 
mentioned the name of Dr. Swift. He is a dentist in Mt. Vernon, is 
he not ¢ 

A. Yes, sir. 

Q. He was one of the gentlemen present with you and the other 
dentists for the defendant’s side of the case. You expect him to be 
called as a witness in this case, do you not ? 

A. I expect so. 

Q. He has been in court for two days since the case has been on 
trial, has he not ? 

A. You, 

Q. He was one of the gentlemen that was present at the consulta- 
tion held by you and the other dentists after the plaintiffs experts had 
finished testifying last Friday ? 

A. Yes, sir. 

Q. Dr. Twigger is another dentist, is he not? 

A. He was here Friday afternoon. 

Q. He was here today too, wasn’t he? 

A. Yes, sir. 

Q. He was seated here at the counsel table while you were on the 
stand / 

A. Yes, sir. 

Counsel for Defendant: Dr. Twigger is here now. 
. Dr. Twigger also took part in these conferences Friday and 
yesterday, didn’t he? 

A. After the trial, the other day. Yes, sir. 

Q. What other dentist was present / 

Counsel for Defendant: Objected to as irrelevant and im- 
material. 
The Court: What other dentists ? 
Counsel for Plaintiff: | Was present. 
Objection overruled. Exception, 
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I don’t remember any other. 

Was not Dr. John Bauman, a brother of the defendant present 
Yes, sir, he was here. 

He is also a dentist, isn’t he ? 

Yes, sir. 

. Were there any other doctors, when I use the word doctor now, 
I mean of medicine as well as dentistry, present at this time. 


Counsel for Defendant: Objected to. 
Objection overruled. Exception. 


Dr. Guion of New Rochelle. 

Dr. Guion of New Rochelle? 

Yes, sir. 

He is a medical practitioner as distinguished from a dentist ? 
Yes, sir. 

You saw Dr. Guion in court here today, did you not ? 

Yes, sir. 

Who else was there? 


Counsel for Defendant: Same objection as irrelevant, in- 
competent and immaterial. 
Objection overruled. Exception. 


There was one other gentleman but I don’t know his name. 
Is he in court? 
No. 
Is there a term in dentistry known as resorption ? 
Yes, sir. 
. Tell me what is meant by that term ? 
. Resorption is taking up in the blood of a chemical substance 
which was originally in the blood. 

Q. As applied to dentistry have you heard the word resorption 
‘used in connection at all with blind abscesses ? 

A. (No answer) 

Q. When I used the word “blind” I suppose I should have said 
“Chronic blind alveolar abscess” ? 

A. Yes, sir. 

Q. Have you heard that word resorption used in connection with 
them ? 

A. I don’t think so. 

Q. Have you heard it at any time in your practice in connection 
with chronic blind alveolar abscesses, the word resorption ? 

A. I do not think resorption. 

Q. Have you heard of a complication in connection with chronic 
blind alveolar abscesses where the pus has stood in contact with the 
end of the root? 
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A. <A complication ? 

Q. Have you heard of such a condition? I change the word ‘“ap- 
plication” to “condition” in connection with a chronic blind alveolar 
abscess where the pus has stood in contact with the end of the root 4 

A. What do you mean by complication ? 

Q. I have withdrawn the word complication. I changed it to con- 
dition. 

A. I did not hear. 

Q. I withdrew the word “complication” and used the word “con- 
dition.” 

A. Will you please repeat the question ? 

Q. Have you heard of a condition where the pus has stood in con- 
tact with the end of the root in a chronic blind alveolar abscess ? 

A. Yes. 

Q. Now have you heard of the pus standing in contact with the 
end of the root sufficiently long to cause resorption ? 

You use the word resorption. 

What word would you use? 

Absorption. 

I will adopt your word “absorption.” 

Or disintegrate. 

So we will also understand, the word disintegrate. Carry- 
ing one of these—Have you at any time in connection with dentistry 
heard of a condition where the pus has remained in contact with the 
end of the root sufficiently long so as to leave a roughened end which in 
the course of time would irritate any of the tissues in the alveolar 
process ? 


The rough surface naturally would extend infection— 
No. Would it reach it? 
What ? 
Would it irritate it? 
It does not irritate anything. 
Well if there is no irritation of the tissues, what does it do? 
Why it would naturally make the end of the root rough, so that 
it would be more difficult to clear up infection there. 

Q. And it would retain the infection ? 

A. Yes, sir. 

Q. Now have you also heard of a condition where dis abscess oc- 
curs on the root, the end of which has become encysted ? 

A. Encysted— 


POPOoPOoP 


Counsel for Defendant: Objected to as irrelevant and im- 
material. 
Objection overruled. Exception. 


Q. You may answer it (question repeated). 
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A. Yes. 
Q. Have you heard of the condition where an abscess occurs on 
the root, the end of which has become encysted from deposits, exyme- 


tosis of the root ¢ 


Counsel for Defendant: Same objection. 
Same ruling. Exception. 


Yes, sir. 
What do you mean by exymetosis 4 

A. Exymetosis is an enlargement of the root of the tooth. 

Q. Have you heard of cases where the root has been encysted from 
this exymetosis ¢ 

A. Yes, sir. 

Q. Have you heard of abscesses which occur on the root, the end 
of which has become encysted from deposits of exymetosis 4 

A. I never heard of a tooth becoming encysted from that. 

Q. Do you mean yes when you say that? 

A. I don’t fully think I understand your question. 

Q. Well have you heard of a root becoming encysted there ¢ 

A. Encysted, that is really nature’s attempt to wall in the infection. 

Q. To bottle it up, so to speak ¢ 

A. Yes, sir. 

Q. Now this sealing in and this encysting is what is commonly 
known as a sac, isn’t it? Is that correct 4 

A. Yes, sir. 

Q. When I was reading to you this morning, Doctor, you probably 
recall the portion I read to you, where you admitted that Burchard said 
that pain about the eyes or in the back of the head was one of the symp- 
toms of a chronic blind abscess. Do you recall that ? 

A. Yes, sir. 

Q. Now following immediately after that statement—I am reading 
back a little so you can follow me—I want to see if you recognize the 
rest of Burchard’s statement in the same sentence as a proper statement 
as applied to that condition: ‘The abscesses are within the bone of the 
jaw while the dental symptoms may not be noticeable though the tooth 
may be slightly tender and there may be tenderness upon pressure over 
the apical region. There may be pain about the eyes or in the back of the 
head or neck.”” Now I stopped there before. Now I will continue read- 
ing: “the postcervical glands may be enlarged. The fact that teeth 
have apparently been attended to is no warrant that septic conditions 
are not present, these conditions embracing any form of gingivitis, or 
of pericemental infection, including pyorrhea. A blind abscess may 
at any time become acute, and finally establish a fistula, sometimes ir- 
regularly and without much pain.” Now do you agree with the latter 


portion of that from Burchard ? 
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Counsel for Defendant: Objected to. 
Objection overruled. Exception. 


A. I agree with that, that that may be some times. 

Q. All your testimony is based upon ‘“maybe’s” too, isn’t it ? 

A. No. 

Q. I want to know whether you agree with Burchard, which you 
say is a recognized authority, in regard to the last sentence, that I 
read to you? 

A. In most ways, yes. 

Q. As to this sentence I have just read to you. Will you agree 
with him on that ¢ 

A. Yes, sir. When he says “maybe” I agree with him, 

Q. When you say “maybe” vou are only basing your “maybe’s” on 
your own personal knowledge and learning, aren’t you ¢ 

A. Yes, sir. But what I mean is— 

Q. Now, Doctor, don’t do that. Won’t you tell me whether you 
are basing your “maybe’s” on your own personal knowledge and ex- 
perience ¢ 

A. On my own personal experience and— 

Q. Well did vou ever meet Burchard personally ? 

A. No. 

Q. How many years has Burchard’s book on dental work been a 
recognized authority 4 

A. I could not tell you that. 

Q. As long as you have been a practitioner. Is not that so? 

A. I could not tell you that. 

Q. About how long ? 

A. I could not tell you that. 

Q. When did vou graduate as a dentist ? 

A. 1905. 

Q. Did you know of Burchard when you were a student ? 

A. I don’t remember that I did. 

Q. Do you remember whether you read Burchard & Inglis book 
while you were studying dentistry ? 

A. I don’t remember whether I had heard of it or not. That is 
fifteen vears ago. 

Q. Well as far back as your memory runs Burchard has been a 
recognized authority. Is not that so? 

A. As far as I can tell. Yes. 

Q. Now I want to see if you agree with the paragraph from Bur- 
chard, and I want to say, when I use the word Burchard I refer always 
to Burchard & Inglis’ book on Dental Pathology and Therapeutics: “A 
true blind abscess is one without a point of discharge.” You agree 


with that 
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A. I have already said that. Yes. 

Q. “It is a result of septic contamination from root canals, a con- 
dition in which bacteria in unfilled root apices or in the interspaces be- 
tween a root filling and the canal wall find their way into the fluid en- 
tering such a space and produce putrefaction.” Do you agree with that / 

A. As far as it goes. 

Q. I will go a little further: “A condition practically analogous 
to moist gangrene of the pulp.” Do you agree with that ? 

A. How is that question ? . 

Q. Do you want it read to you again? 

A. Notall. Just the last part. 

Q. “It is a result of septic contamination from root canals, a con- 
dition in which bacteria in unfilled apices or in the interspaces between 
a root filling and the canal wall find their way into the fluid entering 
such a space and produce putrefaction—a condition practically analogous 
to moist gangrene of the pulp.” Do you agree with that? 

A. It is analogous to moist gangrene anywhere. 

Q. Do you agree with Burchard on that? 

A. Yes, sir. 

Q. “Or else bacteria in the blood arising from some other source, 
dental tonsillar, or other focus, or entering to form a general blood in- 
fection, enter an apical region previously weakened as by pulp removal, 
apical irritation by root canal filling, a previous abscess, etc., and de- 
velops a chronic apical abscess.” Do you agree with that statement of 
Burchard 

A. Yes, sir. 

Q. Then the following: “An apical abscess is formed and the 
apical tissue acts as a fibrovascular envelope or sac.” Do you agree 
with that ? 

A. Yes, sir. ‘ 

Q. “Under the pus pressure and the pumping force of masticatory 
movement, absorption of toxins and pus germs by way of the lymphatics 
occurs.” Do you agree with that? 


Counsel for Defendant: Objected to as irrelevant, imma- 
terial and imcompetent. 
Objection overruled. Exception. 


Q. “The lymphatic glands may be involved; a systemic infection 
occurs.” Do you agree with that? 


Counsel for Defendant: Same objection. Same ruling. Ex- 
ception. 


A. Yes, sir. 
Q. The pulp in the tooth is what the layman commonly speaks of 
as the nerve in the tooth ? 
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A. Yes, sir. 

(). I believe this is correct ¢ 

A. Yes, sir. 

Q. Now this pulp or nerve enters the tooth from the adver: proc- 
ess through these holes in the roots of the teeth. Does it not? 

A. Yes, sir. When the holes are there. 

Q. And the holes have to be there in order to let the pulp get its 
health or its life; is not that so? 

A. Yes, sir. 

Q. That is the cause of a non-vital tooth ? 

A. One of the causes. 

Q. One of the causes, yes. What else causes a non-vital pulp ? 

A. The placing of a filling too near the pulp; of the wearing down 
of the tooth in mastication, uncovering the structure of the pulp, in- 
fection, getting in under a filling. 

Q. In other words, the pulp, in plain English, it is the result of 
some outside interference ? 

A. Either from some outside infection or cutting off its circula- 
tion from the inside. 

Q. By cutting off the circulation you mean the closing up on the 
hole in the root of the tooth ? 

A. That is the most usual thing. 

Q. That is the only inside interference that you know of that 
would cause the pulp to die? 

Not necessarily, no. 

I am asking you. Do you know of others? 

There may be others, yes. 

What are they ? 

Why one would be what is called infarct. 

Do you think of any others ? 

No. That is all I think of now. 

Now in a chronic blind alveolar abscess did you discuss the 
treatment of that when you were up in Vermont ? 

A. I don’t remember what I did discuss there. 

Q. By the way, when you were discussing this matter in Vermont 
as I gather from what you testified before, that you were rather rabid 
at that time. Is that so? 

A. I was preaching ideals. 

Q. Isee. So that you were not preaching the treatment that you 
speak of at the present time? 

A. As I have given it in some cases, where it seemed necessary. 

Q. When did you deliver this rabid epistle ? 

A. Why, it was last Spring. 

Q. Didn’t you deliver it at the summer meeting of the Vermont 


Dental Society in July last? 
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A. No. 

Q. Don’t you know that your epistle was printed in the August 
issue of the Dental Items of Interest ? 

A. Yes, sir. Sometime around there. 

Q. And in telling these gentlemen up in Vermont as to what your 
ideals were, do you recall talking to them on the question of extraction 
of teeth in connection with abscesses ? 

A. I have not seen that paper since it was read, since it was first 
printed; I have forgotten what was in it. 

Q. Before lunch. you told us what the focal infection was. Now | 
call your attention to what you said to the gentlemen in Vermont. | 
ask you if you did say this: “When a bona fide focal infection case 
presents for treatment—and one in which the physician or patient is 
not merely taking a stray shot at the teeth, but in which the secondary 
condition is serious and may reasonably have been caused or com- 
plicated by the teeth, and in which a real effort is being made to search 
out and eliminate all foci in the entire body—in such a case we cannot 
be too thorough and too drastic. Do not trust the radiograph to show 
infection—infection may be present for years before a lesion is demon- 
strable in a radiograph. ‘Test the pulps of doubtful teeth; do not over- 
look the pyorrhea teeth and the vital teeth with crowns, large fillings, 
large cavities or extensive abrasions. Do not perform apicoectomy—” 
What is that, Doctor, Apicoectomy ? 

A, <Apicoectomy, that is the amputation of the end of the teeth. 

Q. “Do not perform apicoectomy. Remove the teeth, remove the 
infected membrane, curette the apical end of socket and dress the wound 
at intervals for a week.” Did you tell the gentlemen in Vermont to 
do that ? 

Counsel for Defendant: Objected to as irrelevant, and im- 
material. 
Objection overruled. Exception. 


A. Yes. In just the way I put it. 


Q. Now Buckley has written a book, has he not ? 

A. Yes, sir. 

Q. Which is well recognized among the practitioners as a standard 
hook on dentistry 

A. Yes, sir. 

Q. And insofar as you accept that book you approve of it? 

A. Yes, sir. 

Q. You are familiar with that book I suppose ? 


*A page of Dr. McLean’s testimony was missing from our copy of the 
minutes, and up to time of going to press we were unable to secure it. 
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A. Yes, sir. 
Q. Now to advocate the ideayscaunst you have probably read Buck- 
ley’s work on that drug ¢ 

A. I have not read it through. No. 

Q. You consider it a standard book on these abate 

A. Yes, sir. 

Q. He is one of the best authorities on that subject 4 

A. Yes, sir. 

Q. Now going back to what I asked you a little while ago with re- 
gard to the condition of chronic blind alveolar abscess where the pus 
has stood in contact with the end of the tooth sufticiently long to cause 
what you say is absorption, leaving a roughened end, does Buckley 
advocate the use of formo-cresol in the treatment of such a condition 4 


Counsel for Defendant: Same objection. 
Objection overruled. Exception. 


A. (No answer. ) 

Q. What do you say, Doctor. 

A. Why I would not know that the condition existed, until 

Q. I did not ask you what you would not know. I asked you does 
Buckley discuss the treatment of that condition 4 

A. I don’t know. 

Q. Well do you remember that Buckley in connection with that 
condition which I have just read to you has written, “that in such a 
complication”—he uses the word complication and which you change 
to condition—‘surgical treatment is especially indicated.” Do you re- 
member that Buckley so advocates in his book ¢ 


Same objection. Same ruling. Exception. 


A. No. But I can believe it. I don’t remember it, but 1 can be- 
lieve it. 

Q. Do you agree with this statement of Buckley’s: “That in such 
a condition where the pus has stood in contact with the end of the roots 
sufficiently long to cause what you describe as absorption, leaving a 
roughened end, that surgical treatment is especially indicated.” 

A. Yes, sir. 

Q. Now what kind of surgical treatment in such a case? 

A, Extraction or amputation of the end of the root. 

Q. Now you were in Court when Dr. X: testified, were you not ? 

A. Not all of it. No. 

Q. You were only here part of the time he testified ? 

A. Twas here. But I did not hear all that he said. 

Q. I didn’t ask you if you heard all he said. I asked you if you 
were in court when Dr. X testified ? 
A. Yes, sir. I was. 
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Q. Now I read to you a little while ago about the encysted condi- 
tion, where you said you agreed that such a condition as that existed— 
you remember my asking you about that ? 

A. Yes, sir. 

Q. Do you agree with this: “In order to effect a cure in these cases 
it is necessary to establish a sinus.” Do you agree with that? 


Same objection. Same ruling. Exception. 


A. I have already said that. 

Q. Now by establishing a sinus what do you mean? 

A. Cutting through from the outside. 

Q. And leaving an opening so that the infection can run out. Is 
that the idea ? 

A. No. You would remove the infection when you cut off the 
end of the root. 

Q. So that it is cutting in from the outside, cutting: off the in- 
fected piece of bone and taking it out? 


A. Yes, sir. 
Q. And either that or taking the tooth out of the head? 
A. Yes, sir. 


By true Court 


Q. I want to get this clear in my mind, Doctor. I understood you 
to say—I may be wrong about it—but I want to be clear in my mind 
about this. You say that the treatment given by the defendant was the 
proper treatment, assuming there was no blind abscess. That is true, 


Yes, sir, that is the proper treatment. 
Q. That is true, where there was no blind abscess ? 

A. Yes, sir. 

Q. That is equally true if there was a blind abscess there? 4 
A. In most cases, yes. 

(Case to be Continued) 


This is the article which the attorney for the prosecution used in the cross- 
examination of Dr. McLean. It is reprinted from “Dental Items of Interest” of 
August, 1919.—(Eptror.) 


THE INFLUENCE OF FOCAL INFECTIONS UPON THE 
ROUTINE OF GENERAL PRACTICE 
By David Wield McLean, D.D.S., Mount Vernon, N. Y. 
Read before the Vermont State Dental Society 
The subject of our discussion is undeniably one of the most important before 
the profession today. The present knowledge of focal infections has placed upon 
the shoulders of every dentist a great responsibility; it is requiring him to make 
almost daily decisions in matters of policy—decisions, difficult to arrive at, and 
which we are none of us any too well qualified to make. The burning question 
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in your mind and mine today is—what changes must we make in our routine pro- 
cedures in order that they may square with recent research, and that we may look 
our consciences and the world in the face? 

Questions of policy are not always easy to see. One becomes submerged in a 
myriad of details of technique and of the conduct of a busy dental practice, and a 
view of the whole situation is hard to get. The man in the heart of a city can 
see only the few houses close at hand and obtains no conception of the city as a 
whole. But let him get outside on some hilltop, and the whole scheme of arrange- 
ment is visible. So it is my hope that this evening, here in this quiet spot, away 
from the bustle of our offices, we may arrive at not a few details of technique, 
but at a conception of the underlying principles which must guide us today, if we 
are to practice intelligently and conscientiously. 

The attitude of most of us toward “focal infections” during the last two or 
three years has bordered very closely upon hysteria. Physicians have referred 
to us patients (and other patients have referred themselves) suffering from every 
conceivable ill, from fallen arches to dandruff. And, worried as we have been by 
the thought that bacteria from our old root canal fillings were turning the patient’s 
blood stream into a veritable swimming pool, we have developed a mania for 
extraction. Every time a patient complains of a queer feeling in some corner of 
his anatomy, we gasp and reach for the forceps! We have lost all sense of 
perspective in this connection, and I cannot but believe that when the pendulum 
has swung back from its present point and come to rest, we will recognize many 
of our present practices as illogical and extreme. 

One of our foremost authorities recently stated “all such peri-apical lesions 
should be prevented, or when they occur, must be eradicated promptly, while 
resistance is high, without waiting for the patient to fall ill of disease ascribed 
to septic teeth—for instance, before fixed changes may arise in a joint or the 
heart suffer irreparable damage.” 

We cannot for a moment deny that, as a matter of abstract principle, this is 
unassailable logic; but as a principle to be actively applied to the practice of general 
dentistry it is rather staggering. It is quite easy to condemn even slightly infected 
teeth if one is a specialist or in charge of a clinic, or treating patients suffering 
from maladies caused or complicated by absorption of infection and toxins. But 
to persuade the healthy patient to part with practically all devitalized and many 
vital teeth is not so simple—nor is it such unassailably good practice. For teeth 
have a definite function to perform—artificial substitutes are never as good (the 
efficiency of bridgework has been rated at 70 per cent. and platework 30 per cent.) 
and one cannot but question whether a minor infection should not be considered 
innocent until it is proven guilty, and whether it cannot be minimized even if not 
positively eradicated by treatment. We are progressing constantly and it is 
possible that before it would become necessary to remove these teeth more satis- 
factory methods will have been found to save them. 

How are we to restrain our perhaps over-enthusiastic “focal infection” fanatics, 
and yet wake up and spur on those men (and they are legion) who are absolutely 
blind to the very real importance of the problem of focal infections; and who 
persistently refuse to see its relation to their own root canal work—who are still 
“filling” root canals (at one end only) with cotton and mumifying paste over 
remaining fragments of decomposing pulp? 

The first requisite to an intelligent study of the problem of the root canal 
(which constitutes perhaps 80 per cent. of the focal infection problem) is a con- 
sideration of the anatomy of the tooth, and an analysis of the significance of its 
anatomical peculiarities. 

We know that the tooth is not a solid, impervious mass, but a porous mass, 
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with living organic tissue throughout its entirety. In the pulp chamber is the 
pulp with its outer layer of odontoblasts. These odontoblasts, you will recall, give 
off processes which pass out through the dentinal tubule. These tubuli branch, 
and their branches anastomose, intercommunicate, and communicate with the 
lacune and canalicule of the granular layer and the cementum of the root. The 
protoplasmic material in the tubuli, lacunze and canalicule of the cementum is in 
direct communication with the pulp on the one hand and the peridental membrane 
on the other. We have therefore an unbroken chain of living organic tissue through- 
out the tooth, and there is undoubtedly through this network a circulation of 
fluids between the pulp and the peridental membrane—just as there is through the 
intercellular spaces of all living tissues. 

Years ago, Tomes claimed that such circulation existed through dentin and 
cementum, and his claim has been substantiated recently by the experiments of 
Professor Geis of Columbia University, who upon injecting methyline blue into 
white rats, found that the stain penetrated through the dental pulp, the tubuli of 
the dentin, the lacunz of the granular layer and stained the enamel itself. 

Now, what does this mean in a practical way? It means, first of all, that 
infection may readily penetrate or be carried into and through dentin. It means 
that if we have a carious cavity, even after removal of all carious dentin, we have 
an area beyond, in which the infection has penetrated into the tubuli. If this area 
is anywhere near the pulp, we have no way of knowing whether the infection has 
penetrated to the pulp or not. I believe that during the last three or four years 
innumerable infected pulps have been capped in order to avoid root canal opera- 
tions, and foci of infection have been established just the same. We repeatedly 
find lesions at the apices of teeth with vital pulps. 

Now, what happens when we devitalize the pulp? We devitalize in all prob- 
ability the odontoblastic processes in the tubuli. But somewhere between the pulp 
and the peridental membrane there is a line of demarcation between live and dead 
tissues. Whether it be in the dentin or in the granular layer, or in the cementum, 
no one can tell, but it is perfectly clear that portions of the tubuli and possibly 
of the lacune and canalicule must contain decomposing organic matter—and tlis 
decomposing matier is in contact with the vital tissues comprising the remainder 
of this organic network. Treatment with sodium and potassium may destroy this 
dead organic matter in the pulpal end of the tubuli, but it is not likely that it will 
clear the whole structure to that point where the lacune or tubuli are filled with 
living matter—and if it does reach that living matter it is a question whether it 
will not result in its subsequent destruction and decomposition. 

Now, the point we are coming to is this: No matter how well filled the canal 
is, we have dead and decomposing organic matter in the dentin and possibly in the 
cementum. This decomposing organic matter is in contact with vital tissue, and it 
is conceivable that infection and toxins may be absorbed from it by the peridental 
membrane. Indeed, it is a question if in some cases that membrane may not thus 
become diseased and subject to pyorrhea. 

The writer has removed devitalized teeth with one perfectly filled canal, 
scrubbed them with alcohol, broken off the apical half of the well-filled root, and 
with a sterile bur cut into the dentin midway between the pulp canal and the 
cementum. The debris from this cutting was dropped into a tube of broth and 
cultures obtained from it. Who can say, then, that any devitalized tooth is ever 
entirely free from infection? 

‘Take the case of the pyorrhea pocket. A tooth badly denuded is liable to 
infection through the cementum and dentin, and the writer has broken such teeth in 
half after removing them, and obtained growth of streptococcus and staphylococcus 
from the coronal portion of the vital pulp. So that in these cases we have not only 
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the infection in the pyorrhea pocket, but possibly an infection of the pulp and the 
peri-apical tissues as well. 

Now, we must admit that if we are going to subscribe to any such radical 
doctrine as the removal of all infected teeth in the case of all patients, we must, 
to be logical, remove every devitalized tooth and a great many vital ones. And it 
is for this reason that I think we should be more sure of our position than we 
are at present, before subscribing to such radical procedure. > 

It is generally conceded that the ever-present colon bacillus is migratory and 
that frequently when it migrates, it is pathogenic to man. For instance, when it 
reaches the urethra and bladder it causes pyelitis, which may terminate in nephritis 
and death. But we do not see the medical man wrecking the digestive apparatus of 
healthy patients to eradicate it. Surgeons tell us that the gall bladder is an almost 
constant source of infection—but they do not advise its removal as a prophylactic 
measure for healthy individuals. 

Recent investigations carried on in some of the army camps (and reported in 
the Journal American Medical Association) demonstrated that a great many healthy 
tonsils in the throats of healthy individuals gave cultures of hemolyzing strepto- 
coccus; but the investigators did not advise the removal of these tonsils except 
where they considered them active “carriers.” 

Tonsils and teeth head the list of possible locations of foci of infection; and 
Mayo tells us that in his experience the guilty tonsils are apt to be the small ones— 
that the infection frequently cannot be determined except by incision and culture. 
And physicians readily concede that there is always more or less infection in the 
tonsils. Vet the physician does not advise their universal removal as a prophylactic 
measure! We know that we carry in our mouths constantly the germs of tubercu- 
losis, typhoid, a ‘“‘cold” or an attack of “grippe”; and that if we become suddenly 
chilled or overtired, and our resistance lowered, we develop a “cold,” or “grippe” 
or pneumonia—or worse. Yet we do not see any hysteria in relation to this infec- 
tion nor any drastic wrecking of the mouth in an attempt to eradicate every bit of it. 

We eat and drink and breathe infection constantly, and it is not simply a 
question of what the infection will do to us but also of what we will do to the 
infection! The man who was determined to live a germless life in a sterilized 
world has been put to music—he is the hero of a song’ very popular a half-dozen 
years ago, entitled, “Some Little Bug Will Get You If You Don’t Watch Out.” 

Suppose, then, that we face the fact that there will be more or less infection 
in and about the teeth, despite the most scientific procedure we can devise. Are we 
too reactionary if we decide that the race has developed a certain amount of 
immunity or resistance to this infection, and that it is not necessary for us to wreck 
a mouth to eradicate it all, except in cases in which the individual has demonstrated 
that his resistance cannot be depended on to protect him from it? It is a big 
problem and every man must decide for himself. 

Another point in which our policy is governed by anatomical consideration, is 
apiceectomy. Recently two of our foremost authorities have advocated the treat- 
ment of an infected tooth with sodium and potassium, the filling of the canal with 
gutta-percha or cement, and apicoectomy—as a measure for positive eradication 
of a focus of infection. But if you will recall the anatomy of the dentin and 
cementum as we outlined it above, you will see that no matter where you cut 
through the dentin and cementum you leave thousands of tubuli, lacune, and 
canalicule open and filled with dying or dead and decomposing organic matter more 
or less infected. Moreover, blood plasma will be retained in some of these interstices 
and will itself decompose. How then can we expect normal tissue to attach to this 
surface? It is exceedingly probable that sooner or later if not at once, we will 
have absorption of infection through the tissues about the end of this resected 
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Still another matter in which our policy should be governed by the anatomy 
of the tooth is that of pulp extirpation. We know that the pulp is continuous, 
through one or more foramina, with the apical portion of the peridental membrane. 
For this reason arsenic should never be used. It is one of the most penetrating 
of tissue poisons, and no man living can tell how far-reaching its effects may be. 
It is beyond question that peri-apical tissues are often destroyed, or their resistance 
so immeasurably lowered by this drug that lesions may almost be said to have been 
established before the root canals are filled. 

Conductive or subperiostial novocain anesthesia is the ideal for pulp extirpation. 
To be sure, we may have to use pressure anesthesia with it in some cases—and this 
is regrettable because probably most of the pulps we remove are infected and 
pressure applied to infected tissue is liable to spread the infection. But this evil is 
infinitely less objectionable than the use of arsenic. 

The problem of focal infections forces upon us certain other considerations of 
general policy in our routine practice. In the first place, we should strive without 
ceasing to prevent pyorrhea. We do not hear so much about pyorrhea pockets as 
foci of infection as we do about peri-apical lesions, but pyorrhea is a very serious 
factor. I have in mind two cases in which the patients had been recalled quarterly 
and the teeth and mouth kept in as good a condition as any pyorrhea can be kept. 
One of these patients developed endocarditis and an embolism. We thereupon 
cultured two of the pockets and found streptococcus viridans. The removal of 
the teeth was advised, and the advice was not taken for the reason that the 
physician failed to back it up. The patient died of apoplexy, undoubtedly aggravated 
if not caused by the pyorrhea. The other case was of a young woman, about 
thirty, who for two or three years had suffered from a very annoying rash on 
the shoulders and ‘scalp. The teeth were becoming objectionable to look at, and 
we advised their removal. It was then that we first heard of the skin rash, and 
we thereupon made our advice more emphatic. The teeth were removed and eleven 
months later the rash had entirely disappeared and the skin was normal. Prior 
to the removal of the teeth the case had been treated by three physicians with 
no improvement whatever. 

Instance upon instance could be piled up emphasizing the duty of the dentist to 
prevent pyorrhea. The occlusion of all patients, and especially of young patients, 
should be studied; for we know that too great or not enough stress upon a tooth 
will sooner or later result in pyorrhea. In this connection we should watch for 
uneven wear—as the teeth wear down and the bite “closes” gradually, a tooth 
presenting very thick, dense enamel, or porcelain, or platinized gold on its occlusal 
surface will not wear as rapidly as the other teeth, and thus becomes subject to 
undue stress and pyorrhea. Overhanging fillings should be guarded against and 
ill-fitting crowns and bridges, and bridges carrying too many dummies should 
be avoided; and, above all, those tiny red spots of gingivitis, the forerunners of 
pyorrhea, which we are so prone to overlook, should be invariably corrected— 
they indicate the presence of a scale of deposit, or of a rough edge of filling or 
crown. 

Another sure cause of pyorrhea is the compound filling (either inlay or 
amalgam) or the porcelain or gold crown which has no cusps and fissures. The 
flat, slanting, occlusal surface guides fibrous food into the interproximal spaces, 
creating “food pockets,’ and, subsequently, pyorrhea pockets. When we make a 
flat restoration, moreover, we convert the tooth into a hammer instead of a 
corrugated grinder, and subject it to an entirely different type of masticatory 
stress. And the teeth in advanced stages of pyorrhea should invariably be removed. 
Above all, never splint them—Nature is trying to throw them out of the house. 

Another point of policy is that too many devitalized teeth should not be allowed 
in one mouth. There is no reason why, with scientific procedure we should not 
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occasionally remove a pulp and fill a root canal; but the wholesale devitalization 
of teeth is to be condemned. Devitalization of multi-rooted teeth should be avoided 
whenever possible. The canals are too uncertain; frequently there are multiple 
foramina which cannot be detected or filled—and this operation should always be 
represented to the patient as a major operation in dentistry, and one in which no 
amount of human skill and intelligence can guarantee the result. Nevertheless, 
it is better to devitalize than to permit a pulp to become infected and die. 

We should realize, too, that some of the old hulks of teeth which we have been 
in the habit of “saving,” should be removed. Teeth with gross lesions; teeth so 
saturated with products of decomposition that the roots at the cervical margin 
show a dark bluish or greenish gray color; molars with lesions in the bifurcations, 
or perforated subpulpal walls; old separated roots of molars into which we used 
to insert posts in order that we might build across the gum to unite them with 
an amalgam mass to be crowned with gold; and teeth in which it is impossible to 
open and fill the canals anywhere near to the end. All these teeth must be removed 
in future. 

And in future we must refuse to sanction the neglect of the deciduous teeth 
on the ground that “they will soon come out.” All too often we see anemic, 
backward children going about carrying in their mouths an amount of infection 
which we would never tolerate in an adult mouth. Children’s mouths, if any, 
must be kept clean. 

Now, because we are not going to extract all slightly infected teeth, do not 
think we are to blink at all infection. A new patient’s teeth should be radiographed 
and all foci of infection treated to the best of our present ability, gross foci by 
surgery, and minor foci by proper root canal therapy. The argument is often 
advanced that the average patient will balk at the cost of radiographic examination. 
{f, however, one takes the trouble to explain to the patient that the most important 
fillings to be examined for defects are the root canal fillings, that they cannot be 
seen without radiographs (and explain why), and that examining the outsides of 
the teeth would be like walking around the outside of a house looking at the 
shingles and ignoring the inside—there will seldom be any objection. Devitalized 
teeth should be radiographed at least every second year. 

Always we must strive to prevent peri-apical foci by doing better root canal 
work. Time will not permit of our going into root canal technique, but there are a 
few points of policy which might be mentioned. 

1—Every man should have an X-Ray apparatus near his chair, and use it 
constantly in root canal work. 

2—The tooth should be opened wide. Don’t feel for root canals—see them; 
use mouth lamp. 

3—Use the finest instrument obtainable to start opening canal. Coarse, stiff 
instruments mutilate walls at curves. 

4—Have the canal dry before filling. When you think it is dry, wait a 
moment and then test it again with a J. & J. paper point. See if the tip comes 
out dry. 

5—Sterilize canal just before filling. There is no such thing as a positively 
aseptic root canal operation. 

6—Choose your root canal filling material with care. If you cannot reach 
the apex, can you trust gutta-percha? 

7—Don’t encapsulate if you can help it—the encapsulation does not adhere to 
the root end and the space under it becomes a trap for blood fluids which 
will decompose therein—just as an empty apical end of canal will retain it 
and establish a focus. 

8—Check up with radiograph and refill until correct. 
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According to laboratory tests recently reported, both ionization and our standard 
drugs are inefficient. But laboratory tests are not altogether dependable. The 
writer has used formo-cresol (Lilly) as a root canal sterilizing agent for about 
eight years, and has been very much interested in the comparatively low place 
given to it in the scale of efficiency in these tests. In practice he has seen peri- 
apical lesions disappear and new bone take their place under this treatment, 
before the canals were even filled. 

Root canal infection is a two-fold problem—first there is the infection in the 
canal, dentin and cementum. If this can be minimized or destroyed, and the apical 
foramina sealed hermetically, we have reduced this part of the problem to a question 
ef how much infection can be absorbed from the dentin through the living 
tissues of the cementum and peri-cementum—or through the root canal filling. 

But there is secondly the infection beyond the apical foramina. And here a 
new factor enters into the case—the resistance of the tissues. In other words, 
the tissues themselves are already fighting the infection—and our aim should be 
not merely to sterilize the small area of tissue our medicament reaches through 
the foramen, but to stimulate those tissues and thus help them in their struggle 
to overcome the infection. 

It is this phase of the matter which the laboratory tests fail to take account of. 
Many writers claim that the results obtained by ionization are due to the stimu- 
lating effect of the current upon the tissues, and I believe the efficiency of formo- 
cresol is to be similarly explained. We continually hear of the tissue-destroying 
properties of formo-cresol. To be sure if a pledget saturated with it be placed 
over a perforation repeatedly (say in the subpulpal wall) the drug will destroy 
the soft tissue and sometimes the alveolar septum. But the infinitesimal amount 
which gets through apical foramina (if indeed anything but the liberated formal- 
dehyde gas gets through), has failed to show anything but marked stimulation 
in my experience of about eight years. Arsenic and strychnin in general medicine 
are poisons—but in minute quantities they are tonics and stimulants. May not 
the same be true of formo-cresol in this connection? 

The Cameron method of root canal sterilization by evaporating dilute (2% to 
4%) formalin in the canal looks very promising indeed. 

Another promising method is the Howe method of silver deposit. If time 
demonstrates that dentin, the tubuli of which have been filled with this material, 
undergoes no degenerative changes, this method will be invaluable in many cases, 
despite the irritation and discoloration it may cause. It gives promise of sterilizing 
and filling the tubuli more effectively than almost any other method. 

_ Infected canals should be cultured when they are considered ready for filling— 
preferably cultured after a period of several weeks without treatment. The day 
is coming when the up-to-date dentist will have his own bacteriological incubator 
and be able to determine for himself the mere fact of the presence or absence of 
infection. 

Just a word in closing about root canal filling materials. There cannot be any 
doubt but that the perfect root canal filling has not yet arrived. Cotton, mummify- 
ing paste, and a great many other medicated preparations are to be condemned 
at the outset. Many of the latter cannot be checked up by the radiograph, and 
others may be absorbed. Cements are to be condemned because in these days one 
of the prime requisites of the root canal filling is that it must be readily removable; 
for we have to refill a great many canals before the radiograph shows the fillings 
to be perfect. Gutta-percha is neutral and absorbent, and at workable consistency 
(softened by either heat or chloroform) shrinks upon hardening. Without the 
Callahan rosin solution, it is not adhesive enough to seal the canal thoroughly. 

There must be something nearer the ideal than any of the present materials, 
and we cannot too strongly urge that the present fillings are only temporary and 
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that we must all keep studying the problem of a future perfect root canal filling. 
In the light of our present knowledge the perfect root canal filling should possess 
the following properties: 

1—Should be reasonably easy to introduce and— 

2—Easy to remove. 

3—Should penetrate the tubuli as far as possible. 

4—Should be positively germicidal when introduced without being escharotic. 

5—Should maintain its germicidal properties for as long a period as possible. 

6—Should not shrink nor expand. 

7—Should be non-absorbent. 

8—Should not be absorbed by the tissues. 

Now, lest we be misunderstood, let us summarize to this extent. When a bona 
fide “focal infection” case presents for treatment—and one in which the physician 
or patient is not merely taking a stray shot at the teeth, but in which the secondary 
condition is serious and may reasonably have been caused or complicated by the 
teeth, and in which a real effort is being made to search out and eliminate all foci 
in the entire body—in such a case we cannot be too thorough and too drastic. Do 
not trust the radiograph to show infection—infection may be present for years 
before a lesion is demonstrable in a radiograph. Test the pulps of doubtful teeth; 
do not overlook the pyorrhea teeth and the vital teeth with crowns, large fillings, 
large cavities or extensive abrasions. Do not perform apicceectomy. Remove the 
teeth, remove the infected membrane, curette the apical end of socket and dress 
the wound at intervals for a week. 

But in the doubtful focal infection cases, in which the secondary symptoms 
are slight or their relation to the teeth doubtful, and, above all, in the case of the 
healthy individual, do let us go slowly until we are sure of our ground. And let us 
remember always that the real answer to the focal infection and the root canal 
problem lies first in refinements of technique, which will prevent foci from 
developing in future—and, secondly, in the hands of the dental hygienist. We must 
keep everlastingly impressing upon our patients the necessity for frequent examina- 
tion and prophylaxis, and for the filling of pinhole cavities rather than the per- 
forming of major operations, such as pulp devitalization. We must make the 
patient realize that these operations are serious, that it is frequently impossible to 
perform a perfect root canal operation—and an imperfect one may be followed 
by very serious results. And, furthermore, we must take more time, we must 
observe more thorough precautions for asepsis, and we must charge for these 
operations what they are worth. The fee in itself will be a decided factor in the 
education of the public. 
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Unpaid Dentists’ Bills 
By Ernest A. Dench, Sheepshead Bay, N. Y. 


This article by a layman presents the matter of the collection 
of remuneration for services rendered from a slightly different 
angle, and as there are still dentists who are too indifferent to the 
business details in their practices, we suggest that they delegate 
such details to a competent assistant or resolve to give to them 
more of their attention. (Editor.) 


ENTISTS frequently surprise their patients by the way they re- 
yee member them, and make inquiries about the members of their 
ees family even though it may have been a matter of a year or 
more since any dental work has been done for them. Perhaps it is be- 
cause the dentists themselves have such good memories that they expect 
so much of their patients in the way of paying bills. 

Even in this day of business methods dentists are unbusinesslike to 
a degree that is surprising. Some of them send out monthly bills, but 
many do not. Some insist upon payment at each visit, but not all care 
to mention payment unless the patient does first. Dentists seem to go 
on the theory that they have rendered the patient a service for which 
he is supposed to pay. If he does not pay, or make any explanation 
as to why he does not pay, then he is dishonest, and too many dentists 
make cynical observations as to the honesty of people perfectly able to 
pay their bills, and let the matter drop. 

There may be some excuse for this attitude when the dentist knows 
the patient well and the patient knows the dentist’s charges, and where 
he lives, but letting a big bill run up is often unnecessary. 

It is about the patients who go to a strange dentist for the first time, 
and who never expect to see him again after these few necessary visits, 
that this article is written. 

Take the case of a woman who found herself stranded in a hotel 
in a strange city, with a severe case of toothache. A dentist was recom- 
mended; she made several visits to his office and in due time left for 
her home city, fully expecting to be sent a bill. Did the dentist get 
her address? She doesn’t recall, but supposed he did. Did she pay 
him when she left? She doesn’t remember, but she paid so many things 
perhaps she did. Anyhow if she did not he would send a bill. The 
dentist went on the theory that she knew his address, knew his terms, 
and in due time would send a check. Time went on. The patient didn’t 
get a bill and after awhile forgot about the incident entirely. The den- 
tist remembered the woman’s prosperous appearance, and thought cyni- 
cal thoughts as he accepted prompt payment from patients who had to 


save to get the amount together. 
Now it is perfectly true that the patient should have seen to the bill 


~ 


My 
= 


498 
a 
amet 


UNPAID DENTISTS’ BILLS 499 
right then and there and paid it, or made sure she could pay it later. 
But it is also perfectly true that no one but a dentist or a doctor would 
have rendered a service under like circumstances, and let the patient 
leave without making perfectly sure he could collect his bill. Plumbers, 
lawyers, insurance agents, stores, etc., take no chances on a client’s 
honesty or memory. Why should a dentist ? 

Again, a young girl had a jumping tooth and her landlady recom- 
mended her own dentist, calling him Dr. Henderson, and took her suf- 
fering lodger there without delay. Now, no person with a jumping 
tooth ever thought of anything but the tooth. The young girl merely 
remembered that the dentist’s office was downtown somewhere. One 
visit had been sufficient in this case. The patient vaguely expected a 
bill. No bill came. The landlady went out of town indefinitely, leav- 
ing another person in charge. The patient finally got worried and re- 
sorted to the telephone book. There were some four Dr. Hendersons 
listed and she wrote to each in turn asking if he had treated her for 
jumping tooth at such and such a time, and if so how much was her 
bill. It did not console her any to have one of them reply with “vet- 
erinary” after his signature. She found her dentist eventually and 
paid her bill. To be sure she should have paid when she left the den- 
tist’s office but all she thought of was the welcome relief from pain, and 
there are still many dentists who will not take the initiative in men- 
tioning a bill particularly if the patient is a woman. 

In another case a man who never knew what it was to have trouble 
with his teeth was visited by a friend with an aching tooth. The tooth 
was so troublesome that the two started to hunt up the nearest dentist. 
They made inquiries of a man just stepping into his car on the curb, 
who said he was himself a dentist, and if they would step in he would 
take them right to his office. The friend is still waiting for a bill. It 
may seem like a made up story to the dentist to be told that neither the 
patient nor his friend remembered the dentist's name, and had only 
vague ideas of where his office was. He is probably deciding never 
again to pick up anxious patients in his car and render them needed 


service. 

Tn all three cases the dentist could at least have given his card and 
seen that it got safely into the patient’s pocket. But if the patient 
seems perfectly able to pay at once, why should the dentist hesitate to 
mention payment? If he does not want to do this, he can certainly 
take down his patient’s name and number and send him a bill at the 
end of the month, or any other date he likes. Most people are used to 
bills. They get them every month and expect them. They get so many 
bills they never bother to remember debts, feeling perfectly sure the per- 
son or firm to whom they are in debt will be quick to remind them. 
Also, there are many people who think that the neglect to send a bill 
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takes away from them any obligation to discharge their debt, and be- 
fore their easy conscience gets around to bothering them they have for- 
gotten the matter entirely. Even in the case of a family dentist there 
is no more reason why he should let a long bill run up, than a lawyer 
or a grocer, both of whom expect to be paid promptly. 


A French Dentist 


By Catherine Beach Ely, New York City 


When I was in Southern France I hoped to escape without a visit 
to the dentist, as there was no American member of the profession in 
the town. But Nature wished otherwise—a large back-tooth made itself 
felt and, with very little confidence in the result, I betook myself to 
Monsieur le Dentiste. 

After an interminable wait in the office I was at last formally ad- 
mitted into the presence of a slim, keen-eyed Frenchman. He had a 
little pointed beard, a business-like manner and a pretty wife, who was 
his assistant. Upon examining the offending member, he decreed that 
a crown was needed, and made a future appointment. 

A crown of gold stands in some cases for romance and the pride of 
life, but not when it is inside one’s mouth and bestowed by a French 
dentist. 

Trip after trip I made to that cold-eyed, hard-hearted man. He 
and his wife would work with infinite pains and solemnity for a half 
hour, and then banish me from their presence until the next séance. 

Finally my American temperament, in its desire to get through with 
a disagreeable job, gave way under the strain, and I declared in no 
uncertain terms that I was tired of this interminable business. The 
dentist smiled a sarcastic smile at this exhibition of Americanism, and 
continued to issue his mandate as if he expected to be obeyed. He was 
obeyed. 

After weary weeks of innumerable short visits the long dickering 
job was completed. I paid my bill, inwardly determining never again 
to darken the doors of a French dentist. 

3ut with the passing vears I have been forced to admit the skill of 
that unsympathetic Frenchman. I have mentally apologized to him for 
my impatient behaviour; the gold crown he conferred upon me sits like 
the Rock of Gibraltar. The years come and go without affecting in the 
least its perfection and its solidity. American dentists take admiring 
peeps at it from time to time, and declare enthusiastically, “T couldn't 
do it better myself.” 

The conclusion to this seems to be that the French are pretty much 
on the job, whether it is a question of attacking a Teuton or a tooth. 
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Dental Reciprocity 
Alphonso Irwin, D.D.S., Camden, N. J. 


Thirty-two Reciprocity Clauses have been enacted in as many 
different States, Provisos in six dental laws may be construed as 
permitting interchange of dental licenses under special conditions, 
namely: Indiana, Louisiana, Maryland, New York, Pennsylvania and 
Virginia. Twenty Boards of Dental Examiners are active in extend- 
ing opportunity to the Reciprocity candidate to undergo the practical 
exainination for a license to practise dentistry. 

Twenty-two dental laws fail to provide for Reciprocity by any 
specific reference to it, and eighteen States do not want to extend 


reciprocal relations in any form. 

In this connection it is interesting to note that the Medical Profes- 
sion which has had a much longer and more extensive experience with 
Reciprocity, notwithstanding also the fact that it has a National 
Medical Law, a National Board of Medical: Examiners and a National 
Medical License good in every state in the Union where the State 
Legislature has ratified the Federal Medical Law, notwithstanding these 
advantages forty-five medical statutes contain Reciprocity clauses, six 
States have no present medical interchange agreements, while thirty- 
nine States actively exercise the Reciprocity function. Therefore, we 
infer that Reciprocity works satisfactorily to the Medical Profession. 

It is needful to remember that the interchange of dental license 
agreements may be changed at any time, because the dental laws 
authorize the Boards of Dental Examiners to exercise their discretion 
in making or cancelling agreements. Some examiners are apt to cancel 
an exchange pact on short notice, particularly if they discover that the 
terms of the agreement are not being fulfilled by the other contracting 
State, or that the reputed standards of such State are not being 
maintained. 


RECIPROCITY—SUMMARY 


Alabama interchanges with Illinois, Kentucky. 

Arkansas interchanges with Illinois, Kansas, Missouri. 

California does not interchange. 

Colorado does not interchange. 

Connecticut , interchange, but is r d 
onnecticut may interchange, but none is reported. 

Delaware may interchange, but none is reported. 
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District of Columbia interchanges with Iowa, Kansas, Minnesota, 
Ohio, Vermont, West Virginia. 

Florida does not interchange. 

Georgia does not interchange. 

Idaho may interchange, but none is reported. 

Illinois interchanges with Alabama, Arkansas, Indiana, Iowa, 
Kansas, Kentucky, Louisiana, Michigan, Minnesota, Missouri, 
Nebraska, Ohio, Vermont, Wisconsin. 

Indiana exchanges with Illinois, Iowa, Kansas, Kentucky, Minne- 
sota, Michigan, Missouri, Nebraska, Ohio, Pennsylvania, Vermont. 

Towa exchanges with District of Columbia, Illinois, Indiana, Kansas, 
Minnesota, Missouri, Nebraska, Ohio, Tennessee, Vermont, Wisconsin. 

Kansas exchanges with District of Columbia, Illinois, Iowa, Ken- 
tucky, Louisiana, Michigan, Minnesota, Nebraska, Tennessee, Ohio, 
Wisconsin. 

Kentucky exchanges with Alabama, Illinois, Indiana, Kansas, 
Missouri, Tennessee by mutual consent. 

Louisiana exchanges with Alabama, Illinois, Mississippi, Ohio, 
Wisconsin. 

Maine may exchange with other States maintaining the same 
standard. 

Maryland may interchange under a ten-year clause, but does not 
at the present time. 

Massachusetts reports interchange with “none.” 

Michigan exchanges with Illinois, Indiana, Kansas, Minnesota, 
Nebraska, New Jersey, Ohio, Wisconsin. 

Minnesota exchanges with District of Columbia, Illinois, Indiana, 
Towa, Kansas, Michigan, Ohio, Wisconsin. 

Mississippi reports Reciprocity with “none.” 

Missouri exchanges with Arkansas, Illinois, Indiana, Iowa, Ken- 
tucky, Nebraska, Oklahoma, Tennessee, Vermont. 

Montana may, but does not interchange. 

Nebraska exchanges with the District of Columbia, Illinois, Indiana, 
Iowa, Kansas, Minnesota, Missouri, Ohio, Tennessee. 

Nevada does not interchange with any State. 

New Hampshire, no interchange reported. 

New Jersey interchanges with Michigan, partial with Vermont, 
West Virginia. 

New Mexico does not interchange. 

New York, no interchange. 

North Carolina, may interchange, none reported. 

North Dakota, may interchange with other States maintaining equal 


standards. 
Ohio interchanges with District of Columbia, Lllinois, Towa, 
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Indiana, Louisiana, Michigan, Minnesota, Nebraska, ‘Tennessee, 
Wisconsin. 

Oklahoma may, but does not interchange. 

Oregon does not interchange. 

Pennsylvania reports no interchange. 

Rhode Island does not interchange. 

South Carolina does not interchange. 

South Dakota does not interchange. 

Tennessee interchanges with Arkansas, lowa, Kansas, Kentucky, 
Missouri, Nebraska, Ohio. 

Texas does not interchange. 

Utah may interchange, but does not at the present time. 

Vermont interchanges with Illinois, Indiana, Iowa, Kentucky, 
Maine, Missouri, Nebraska, New Hampshire, New Jersey. 

Virginia, no interchange reported. 

Washington does not interchange. 

West Virginia interchanges with District of Columbia, New Jersey. 

Wisconsin exchanges with Illinois, Iowa, Kansas, Louisiana, Mich- 
igan, Minnesota, Ohio. 

Wyoming does not interchange. 

Alaska may interchange, but none is reported. 

Hawaii does not interchange. 

Panama Canal Zone, no interchange. 

Philippine Islands, no interchange. 

Porto Rica, may interchange, but does not, by decision of the 
Board. 

Virgin Islands, no interchange. 


CANADA 


Seven Provinces, namely, Alberta, Manitoba, New Brunswick, 
Nova Scotia, Ontario, Prince Edward Island, Saskatchewan accept the 
L.D.S. Certificate granted by the Dominion Dental Council; this is 
the nearest to Reciprocity in Canada. British Columbia and Quebec 
dissent. Newfoundland does not interchange. 
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Ethical Questions 
Number 1 
By George Wood Clapp, D.D.S. 


What is ethics in dentistry? 

Is it a sort of spotlight, operated by the 
dentist, illuminating the patient and leaving 
the rest of the stage in obscurity? 

If it illuminates others besides the patient 
of the moment, who are they? 

Does it carry over from one patient to 
another and light them evenly so that all! 
patients receive its rays alike? 

How can ethics be applied equally to all 
patients if the dentist charges one patient 
too small a fee to permit a known profit, and 


charges another patient more than is fair, 


to make up the loss on the first? 

If you can answer these questions in a 
way to satisfy yourself or to help others 
who are not satisfied, and will send me the 
answers to be published or rewritten, your 
identity will be concealed and you will be 


paid. 
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Ethical Parables 
Number 3 
By George Wood Clapp, D.D.S. 


The philosopher was compelled to wait in the reception 
room of the third office, while those who preceded him 
went, one by one, into the operating room and _ then 
passed out. 

“I seek,” said he, “a practical demonstration of the 
application of professional ethics.” 

“IT am ethical,” replied the dentist, “when by a high 
degree of honesty, industry and skill I justify the con- 
fidence of those who visit me.” 

“In watching the people who were before me,” said 
the philosopher, “I noticed that two stopped at the busi- 
ness desk of your secretary while two passed by without 
a sign.” 

“Those who. stopped were people for whom I had 
worked and against whom my secretary was making a 
charge. The others were people for whom I merely 
made an examination and gave advice. I made no 
charges for that.” 

“Yet I noticed that, together, they required fifty 
minutes of your time. Who paid your income and the 
support of this office during that fifty minutes?” 

“Tt is included in the year’s expense and paid for in 
the year’s earnings.” 

The philosopher rose to go. “You cannot give me 
any demonstration of professional ethics,” said he. ‘To 
those who do not like you or your fees you render the 
cream of your knowledge and service in the form of 
advice and make no charge. This costs you a consid- 
erable sum yearly. That sum you apportion, without 
their knowledge or consent, among those who give you 
entire confidence. As you cannot pay it, they must. I 
recommend for your thoughtful study the first of the 
three words you used in your own definition of ethics 
in dentistry.” 


Third of Series of Twelve Parables. 
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Success in Dentistry 
By S. W. G. 


This author is quite right when he says, “Don’t live too far ahead 
of yourself—enjoy life as you go.” These admonitions have never 
been needed by the Profession in the past. We have gladly lived in 
today and often sadly regretted on the morrow. Moderation in all 
this is wise, and excess is usually unwise. Of course, it depends on 
how old you are when you begin to save, how much you must save, 
yearly. The younger you begin the less the annual saving need be. 
(Editor.) 


UCCESS in dentistry is the result of performing every dental 
operation honestly at a fee consistent with the class of service 
rendered; it is the knowledge that you have rendered profes- 

sional services in such a manner that patients will seek you and you 
alone if you are to be found, and not the money stored up for old age 
when earning capacity has slackened. 

To be successful at dentistry one must like the calling, ever strive 
to advance with the profession, be a good student of human nature, and 
last but not least by any means, “deliver the goods.” 

The writer was graduated in 1912, and like others just out of school 
with heads slightly larger than normal, and knowing little concerning 
dentistry except that obtained during training, began to learn the 
business of dentistry from actual experience. 

After a little more than two years, on account of poor health, I was 
compelled to change my residence, and although for the following year 
I did not pretend to practise, I had frequent calls for services, and had 
I been so inclined could have made at least a living in a town of only 
300 people. 

Having sufficiently regained my health I then moved to a city, and 
there from the start did well until the war, at which time my patriotism 
prompted me to offer my services. Later I took the examination for 
the regular army but was rejected for physical defects. 

Soon after this my nerves were “shot to pieces,” so to speak, so I 
retired from the city but took residence in a town of about 2,000 in- 
habitants, a town from which a dentist was leaving on account of his 
inability to make a living. I did this for two reasons. One reason is 
that I would be able to take care of the dental needs without the con- 
stant confinement of a city practice. The other is, that the city where 
I decided I would later make my permanent residence is only 30 miles 
away, and that is no distance for a person to travel these days if that 
person really wants you. I have recently moved that 30 miles and 
am settled, I believe, as a permanent resident. 

Success, as I measure it, will come to me here and with interest too, 
for I have met all kinds of people, and by giving them the “once over” 
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I am quite efficient in knowing how to handle them. There is always 
room for another, and as it is easier to get patients than to keep them, 
it requires what is known as tact to acquire a large number of patients 
you can consider as regulars, and these are the ones who help build your 
practice. 


As for money, it seems to come in as needed. We live well but not 
extravagantly. It is not necessary to save seventy-five cents of every 
dollar you take in to have enough for old age or to provide for your de- 
pendents adequate means for existence after your death. Don’t live 
too far ahead of yourself. Enjoy life as you go. There are many 
forms of life insurance to choose from, the one appealing to me being 
the endowment form. This class of protection is better than a savings 
account if only one is to be had, because it protects while it accumu- 
lates, and if the insured outlives the maturity date the money is his at 
a time when he will no doubt need it most. The “genteel starvation” 
which the editor speaks of in the Denrat Dicest is in the majority 
of cases the voluntary desire to compete with or out-do the living condi- 
tions of the neighbors. 

I know in what light the small-town dentist is held. He is con- 
sidered by many as one who could not make a success in the city, and 
therefore most of the small town people go to the city for their den- 
tistry. Many of them will pay higher fees in the city than those charged 
by their local dentist, while there are always to be found those who dis- 
regard quality of service and seek the cheapest. 

One great fault with the majority of dentists in the small towns is 
that they do not keep up with the profession. Just because these patients 
live in a small town is no reason why they should not receive city den- 
tistry and at city fees. 

Concerning myself, I feel that I am on the road to success and for 
the following reasons: 

I endeavor in every instance to give honest dentistry at a moderate 
price. People are not particularly anxious to pay fancy prices. 

I endeavor by one of the easy means at our disposal to perform all 
operations without pain. Pain and the fear of it keep away 90 per 
cent of the dentistry we would otherwise have to perform. If one op- 
eration is performed without pain, that patient will have the courage to 
at least consider more dental work. 

In all cases, until the patient becomes a regular patient and we 
understand each other, I inform the party the fee to be charged and 
have arrangements for payment made before anything is done. This 
avoids many knocks of which you never hear and also prevents many 
direct losses. The loss of one patient owing you ten dollars is not a 
great deal in itself, but when that patient refuses to pay, you can rest 
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assured there is a reason, which reason may keep nine other patients 
outside of your office. 

Therefore, if you enjoy your work, perform all operations without 
pain, render honest dentistry in all cases, charge a sufficient but rea- 
sonable fee (based on facts, not guess-work as a minimum) and collect, 
there will be little need to worry over finances in your old age if you 
spend and invest as wisely as you earn, and the knowledge of having 
played the game fairly to your patients as well as vourself will be Suc- 
cess as | measure it. 


National Dental Golf Banquet 


Dr. F. M. Casto tells me there will be a Golf Banquet. It will 
probably be on Monday evening, August 28rd. That should be a 
perfect end of a perfect day. 

Grorcre Woop Crapp. 


Competition for Cheapness 
By H. R. R. 


When a manufacturer of overalls makes the 
quality of his product go down to meet a price, 
the result is simply that the overalls are likely 
to split, rip, fade, tear, shrink and wear out 
before they should. The next time the victim 
buys overalls he gets some of a different make. 


When a dentist or a physician makes his 
service go down to meet a price, the result may 
be disease, disaster, despair, agony, anxiety, 
sorrow, sacrifice, irreparable ruin. The next 
time the victim . . . . . but one cannot 
buy another body of a different make. 
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PRACTICAL HINTS 


This department is in charge of Dr. V. C. Smedley, 604 California Bldg., 
Denver, Colo. To avoid unnecessary delay, Hints, Questions and Answers 
should be sent direct to him. 


Toornsrusn Erosion.—For hypersensitiveness caused by tooth- 
brush erosion, I first prepared a little disk of temporary stopping of 
size to cover sensitive surface. On one side I placed a piece of gold 
fold (1 thickness) so I could press the disk to place without sticking 
to finger. Lay disk one side to cool, then dry tooth and smear sensitive 
surface lightly with desensitizing paste; pass disk through flame till 
surface sticky, and press to place over paste. Tell patient to remove 
at bedtime. Works very well indeed.—F. A. Granam, D.D.S. 
Norr.—This is good; I am inclined to think, however, that tem- 
porary cement serves more conveniently and satisfactorily as a sealing 
agent. It can be allowed to extend into interproximal spaces over gum 
tissue for retention. —V. C. S. 


Veuicantre Dresser.—Take a number of felt wheels, any size, or 
put on lathe and dress to any size you wish. Simply paint them with 
a good glue and roll them in emery any number you wish. Hang on 
peg over night. A few minutes’ time will prepare a great number of 
these, and you will have dandy vulcanite dressers. Have used these 
with success for a number of years.—C. V. Jounson. 


Editor Practical Mints: 
I note in your magazine that a correspondent asks for a method of 
sterilizing Modeling Compound in order that it may be used again. 
This can be accomplished by putting the old Compound in a clean 
receptacle which will fit into an ordinary vulcanizer, having the vul- 
canizer thoroughly clean; seal vulcanizer and raise to a temperature 
of 212 degrees for a period of fifteen to twenty-five minutes. Com- 
pound will be slightly harder, but not spoiled, as it would be from 
boiling. This method is not original, but appeared in some magazine 
Hf. Cray 
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Editor Practical Hints: 
Can anyone give me information in regard to curing this case? 
Girl, 21 years old. No physical ailment. All inlays and gold fill- 

ings 24-karat gold. Worn for three years. ‘Turn copper or brown 

color, and require polishing every three or four weeks. Sound teeth 
also turn brown color. Use mouthwashes and tooth paste, brushing 

thoroughly without improvement.—F. C. Sxcor, D.D.S. 


Answer.—I have seen one or two cases similar to this in the course 
of my practice, but cannot give you cause or remedy. Will publish and 
hope some other reader may give us some light on the subject.—V. C. 8. 


Editor Practical Hints: 

In two cases where I have used Howe’s silver nitrate-formalin 
treatment for sterilization of root canals and pulp chambers, both of 
the cases, one a woman of about thirty and another that of a young 
man of about the same age, reported back to me the following day suf- 
fering severely from pericementitis. Does the treatment always act 
in that manner? If not, what could have been the cause of the severe 
soreness of these teeth? All were treated under the rubber dam, and 
all precautions taken. In the case of the young man a treatment of 
oil of cloves on a few fibres of cotton brought relief, but in the case 
of the woman was of no avail, a swelling of the cheek resulting. The 
pain being severe, upon her insistence I extracted the tooth, the roots 
of which showed no signs whatever of being infected. 

If Dr. Howe’s treatment always acts in this manner the patient’s 
opinion of the dentist is lowered in his or her estimation. 

Is there any remedy that would counteract the effect of soreness 
after using silver aitrate-formalin ? 

Your answer will be appreciated.—Brrnarp Linx, D.D.S. 


Answer.—Howe’s silver nitrate-formalin treatment does not cause 
pericementitis, when properly applied. The formalin solution should 
not be forced clear through the apex, and care should be taken to thor- 
oughly neutralize same with the ammonia solution followed by a 
dressing of eugenol.—V. C. S. 
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POG 


Editor Diasst: 


We who were in school in 1917, and were graduated in the spring 
of 1918, were put in the Medical Reserve Corps. We were told that we 
would probably be called to service in June. Many of the boys were 
called that month, but some of us were not. 

We could not locate on account of expecting our call for service. We 
could not get positions with ethical dentists, because they wanted opera- 
tors who, after learning their methods, could stay with them for some 
time. Very few of us took more than one State Board, one reason be- 
ing that we had heard the Army dentist would be recognized in all 
states of the Union, if a graduate of an accredited dental college and 
having one state license. When the armistice was signed, many of us 
who had been notified to be ready to go to camp in ten, twenty or thirty 
days, were still on the shelf. We got an honorable discharge and that 
was all. I, for one, could not afford the vacation. 


Hersperr L. Kets. 


Editor Denvat Dicxst: 


I agree with the articles that you have been publishing in regard 
io the ex-service men not being allowed to practise in certain states. 
Service men who pass the requirements of our Dental Schools should 
be allowed to practise in any state in the Union. 

In my practice I have people coming every few days from other 
states, especially from Illinois, just across the Mississippi River, and 
it is perfectly right for me to take care of these people on this side of 
the river, but I cannot go on the other side without an Illinois license. 
Is that just and right? If I am competent to practise dentistry in 
Iowa, I am surely as competent to practise in any other state. It is 
not fair and just for a man to have to settle down in one locality if he 
can do better somewhere else, but if he moves from one state to an- 
other, that State Board is staring him in the face. 

Now is the time for every dentist in the United States to go after 
his congressman and have a law passed so we can practise where we 
want to after we have passed the requirements of our reputable colleges. 
Make the requirements in our colleges so that when a man gets his 
diploma he is proficient. 
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August Days 


A voice of greeting from the wind is sent; 
The mists enfold us with soft white arms; 
The birds just sing to lap us in content, 


The rivers weave their charms 


And every little daisy in the grass 
Looks up at us and smiles to see us pass. 


—R. H. S‘ropparp. 


What is a Dream? 


A dream is this: I perceive objects and there is nothing there. | 
see men, I seem to speak to them and I hear what they answer; there 
is no one there and I have not spoken. It is all as tf real things and 
real persons were there, then on waking all has disappeared, both 
persons and things. How does this happen ’—Brrason. 


An ordinary $2 hat costs a lot of money 

Riches formerly had wings, but now they 
have wheels. 

Ohio, it seems, is the State where the 
favorite son never sets. 


Once the nations used to farm. Now they 
hold agricultural congresses. 


It pays to be good; if you get into the 
penitentiary it shortens your term. 


“T wonder what they make hash from.” 
“Hash isn’t made; it accumulates.” 


When one leaves town for the summer to 
live in the country the thing he misses most 
is. « . the 4:36 express. 

The party putting up Henry Ford for Presi- 
dent says in its platform: What this country 
needs is a good “shaking up.” 


Men claim to have infinitely more foresight 
than women, but there never was one of them 
who thought to look for the towel before he 
got his eyes full of lather. 

The National Paradox, according to reports, 
may be embodied in the fact that military 
prisoners at Fort Wood are confined in the 
base of the Statue of Liberty. 

Once upon a time a prize was offered at a 
social gathering for the most outrageous lie. 
It was awarded to the man who said, ‘There 
are no mosquitoes in New Jersey.” 


One of these mathematical professors has 
figured out that the circumference of a girl’s 
waist, in inches, is the exact measure in length 
of a man’s arm. Isn’t science wonderful! 


Printer’s Devil—Why is an ideal manu- 
script like an up-to-date woman’s dress? 

Copy Editor.—Well, smarty, why is it? 

P. D.—Because it is short enough to be 
interesting but long enough to cover the sub- 
sect. 


When John D. Rockefeller, who was eighty- 
one years old the other day, was sixteen his 
income was $12.50 a month. Now, thanks to 
his industry and perseverance, it is more than 
double that amount. 

Jones—Do you ever play golf, Miss Sport- 
leigh? 

Miss Sportleigh—Mercy no, Mr. Jones, I 
don’t know a thing about the game. I don’t 
even know which end of the caddy you take 
hold of when you start to hit the ball. 


First Suburbanite—We are getting up a 
league of nations in our suburb. Have you 
heard about it? 

Second Suburbanite—No; what is it, a 
straw vote? 

First Suburbanite-—No, it’s an agreement 
between those who are planning a_ garden 
this year and those who are planning to keep 
chickens. 


NO is one of the smallest words in the 
English language, and yet— 

It has brought about more heartaches than 
the war. 

It has caused more children to shed tears 
than all the spankings in the world put to- 
gether. 

It has saved more money for individuals 
with backbone than a year’s output of pad- 
locks. 

It has killed genius and thwarted ambition. 

It has turned love into hate and success 
into failure. 

It has kept kings off thrones and poets out 
of Arcadia. 

hag it ever make a change for the better? 

0. 
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DIETETICS AND HEALTH 
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Orange Juice Considered in a New Light 


}T is recognized by pediatricians that artificially fed infants 
thrive better if they receive some addition to cow’s milk, par- 
ticularly when the latter is pasteurized or sterilized. One 
reason for this, now understood, is that many of the artificial food 
mixtures are likely to be qualitatively incapable of averting scurvy in 
young children, so that some added antiscorbutic must be provided. 
For this purpose orange juice has attained a well deserved popularity. 
Other fruit juices have likewise been used with success as antiscor- 
butics; and latterly the juices from certain vegetables have been dem- 
onstrated to have a similarly beneficial influence in the dietary of the 
young. Owing to the price and occasional scarcity of oranges, notably 
during the war, special efforts were made, both here and abroad, to 
secure suitable substitute antiscorbutics for infant feeding. The use 
of the tomato, first urged by A. F. Hess of New York, has been par- 
ticularly promising owing to the fact that, in contrast with some other 
antiscorbutics, this readily available vegetable can be dried or canned 
without losing its potency in antiscorbutic vitamin, and it can be 
administered efficiently in various ways, including intravenous injec- 
tion of the juice. 

From the recent investigations of Osborne aud Mendel it appears 
that the tomato has even further properties to commend its use during 
the period of growth; for it is rich in the water-soluble antineuritic 
vitamin, and likewise in the fat-soluble vitamin (fat-soluble A) char- 
acteristic of milk fat and egg fat. Such observations, along with 
nunerous others of recent date indicating how widespread is the fat- 
soluble vitamin in vegetable products, show that this important food 
factor need not be sought solely in foods known to be rich in fats. .As 
Osborne and Mendel have remarked, the newer studies indicating the 
richness of many types of plant tissues in those nutritive properties 
termed vitamins place the dietary importance of the green vegetables 
in an entirely new light. It emphasizes their use to supplement the 
refined foods of the modern food industry which furnish products rich 
in proteins, fats and carbohydrates but in many cases comparatively 
deficient in the vitamins. The tomato is striking in exhibiting all the 
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now recognized vitamin potencies; the antineuritic, antiscorbutic and 
the fat-soluble vitamin. Little wonder, then, that it has found an 
important place in the dietary. 

Orange juice has also now been shown to be possessed of something 
more than attractive flavor and antiscorbutic virtues. The same 
observers have demonstrated the presence of the water-soluble B, the 
antineuritic vitamin, in both the juice and the inner peel of the orange 
—a finding promptly corroborated by Byfield and Daniels at the 
University of Iowa. Evidently, therefore, when orange juice or 
tomato is added to the food of an infant, something more than an 
antiscorbutic is furnished. The Iowa pediatricians have noted that 
in every case when the antiscorbutic dose of orange juice, 15 c.c., was 
increased to 45 c.c. a day to infants whose weight had remained sta- 
tionary for a number of days, there was a marked stimulation of 
growth. A mere increase of food intake (calories) of itself had no 
such influence on the rate of gain. 

Orange juice from which the antineuritic vitamin (water-soluble 
B) is removed by adsorption does not thus stimulate growth, although 
it still has antiscorbutic properties. This answers the assertion that 
the antiscorbutic vitamin may be responsible for promotion of growth. 
In feeding orange juice, provided the quantity is not too small, one 
is administering at least two highly beneficial adjuvants to the diet. 
This fact, and the growing practice of early enlarging the diet of milk 
fed infants by the use of fruit juices, etc., is significant further in 
view of the recent demonstration by Osborne and Mendel that cow’s 
milk, from a comparative standpoint, is not rich in water-soluble 
vitamin. Osborne and Mendel have pointed out how recent studies of 
the antiscorbutic value of cow’s milk have indicated that on this score 
it must be classed as less valuable than many of the raw fruits and 
vegetables. Whereas quantities of the latter—less than 10 gm. daily 
—will prevent scurvy in guinea-pigs on a diet otherwise devoid of 
antiscorbutic material, from 100 to 150 c.c. daily of raw cow’s milk 
are required for this species, according to Barnes and Hume, while 
monkeys require larger quantities. Similarly, relatively large quan- 
tities of milk are required to produce the increased intake of food and ~ 
improved rate of growth which are readily secured by very small 
quantities of many green vegetables—Journal A. M. Association. 
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FUTURE EVENTS 


An Appeal to the Colleges 


To Whom It May Concern: 

This appeal is directed by the State Board of Dental Examiners of 
Alabama to the recognized dental colleges of the United States. 

In the light of present day knowledge, it seems to us but little short 
of criminal that the schools in many instances are graduating men with 
such a vague idea of the awful effects of Focal Infection resulting from 
improper root canal technique. 

So much secondary disease originating from focal infection makes it 
absolutely necessary that if root canal technique is to be taught at all, 
then the most approved, modern methods should be taught, not only 
in lectures, but should be practiced rigidly in the infirmary. 

In this connection, it is deplorable that in many instances we find 
recent graduates going out mentally equipped to practice obsolete meth- 
ods and we respectfully suggest that these colleges which have not al- 
ready done so, will establish a chair bearing the same relation to dental 
surgery that the chair of current literature bears to the academy course 
in the various colleges and universities. 

With no intent to embarrass and with only the good of the public 
and the rightful recognition of the profession in mind, this appeal is 
respectfully submitted. 

Drs. C. W. Loxry anp H. T. McKinnon, 
Committee, Board ‘of Dental Examiners of Alabama. 


Future Events 


The annual meeting of the NATIONAL ASSOCIATION OF DENTAL 
FACULTIES will be held at the Lenox Hotel, Boston, Massachusetts, August 20 


and 21. 
Dr. C. C. ALLEN, Secretary. 


The annua! meeting of THE AMERICAN ACADEMY OF PERIODON- 
TOLOGY will be held at the Copley-Plaza Hotel, Boston, Massachusetts, August 
26, 27, 28, 1920. 


The fifty-seventh annual meeting of the SUSQUEHANNA DENTAL ASSO- 
CIATION OF PENNSYLVANIA will be held at Hotel Sterling, Wilkes-Barre, 
Pa., October 26, 27 and 28, 1920. Dr. George Clark Knox, Recording Secretary, 
Middletown, New York. Dr. Fuller L. Davenport, Chairman Executive Committee, 
Miner’s Bank Building, Wilkes-Barre, Pa. 


The third and final article on “Classifying Face Forms,” by 
Dr. J. A. Wavrin, is omitted this month, and will appear in the 
next issue. 
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LISTERINE 


offers a definite, dependable service to the Dental Surgeon 
in his operative work. The care exercised in the manu- 
facture of Listerine insures a uniformity in preparation 
which may be relied upon to produce like results under 
like conditions. 


LISTERINE 


has an agreeable, refreshing taste, and this, combined 
with its well-proven antiseptic properties, makes it a 
most acceptable solution for use as a spray or wash prior to 
and after operations on the teeth or gums. 


LISTERINE 


possesses a two-fold antiseptic effect. After evaporation, 
a film, consisting of boric and benzoic acid, with baptisia 
tinctoria remains on the surface to which Listerine has 
been applied. 


A small quantity of Listerine evaporated from a watch 
glass, or other suitable container, will disclose a residue 
of these beautiful crystals in abundance, as Listerine is a 
saturated solution of boric acid. 


May we send a bottle of Listerine to your address, Doctor, 
for your observation and use? 


LAMBERT PHARMACAL COMPANY 
2101 LOCUST STREET 
SAINT LOUIS, MO., U. S. A. 
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